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TABLE I. 
=" Hospirau A Statistics, SHOWING THE NUMBER OF LIVE BrrTHS, THE NUMBER OF PREMATURE BIRTHS, THE PREMATURE 
. of Morra.ity RATE, PREMATURE FaTALity RATE AND THE NUMBER OF STILL BIRTHS FROM 1937 To 1948 
- ees Premature Percentage 
. Number of | Percentage Number of deaths per Percentage Number of births 
Total No. premature of births premature 1,000 live premature still still 
Year live birth births premature deaths births died births birth 
1937 1,951 124 6.3 36 18.9 29.0 48 2.4 
1938 2,149 108 5.1 31 14.6 28.6 42 1.94 
: 1939 2,288 140 6.6 22 10.0 15.7 55 2.4 
1940 2,436 163 6.7 28 11.6 be:t 54 2.2 
t 1941 2,725 176 6.4 33 12.2 18.6 62 2.2 
t 1942 3,356 240 7.16 50 15.1 20.7 77 2.2 
1943 3,582 209 5.8 52 14.8 24.8 74 2.06 
\- 1944 3,588 375 10.4 45 12.8 12.0 68 1.8 
1945 3,834 300 : See 65 16.9 21.6 71 1.8 
1946 4,504 326 7.2 60 13.3 18.4 56 1.2 
1947 4,834 293 6.1 78 16.2 26.0 80 1.8 
1948 4,293 282 a. * 55 13.09 19.4 54 1.2 
po OTT e ae eee ere ye eee 6.8 14.1 20.9 1.7 
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TABLE II. 


Hospita B Sratistics, SHow1ING THE NUMBER OF LIVE BIRTHS, THE NUMBER OF PREMATURE BIRTHS, THE PREMATURE 
Morratity Rate, PREMATURE Fatauity RATE AND THE NUMBER OF STILL BrrtHs FROM 1937 To 1948. 

















Premature Percentage 
Total No. Number of , Percentage Number of deaths per Percentage Number of births 
live premature of births premature 1,000 live premature still still 
Year births births premature deaths births died births birth 
1937 890 22 2.4 
1938 997 Records not available. {8 3.6 
1939 930] 23 2.4 
1940 1,185 30 2.5 19 16.3 60.0 21 1.8 
1941 1,423 27 1.9 iy 12.1 60.9 34 2.3 
1942 1,703 27 1.5 17 10.0 62.9 42 2.4 
1943 1,795 ol 3.3 21 20 34.4 26 1.4 
1944 1,870 41 een 17 9.4 41.4 31 1.6 
1945 1,805 54 2.9 13 7.2 24.0 41 2.2 
1946 2,049 63 3.0 15 7.5 23.8 33 1.6 
1947 2,267 77 3.5 16 7.2 20.7 25 Lt 
1948 2,295 128 5.5 21 9.5 16.4 45 1.9 
RONG ho ea i a ote eee ee 2.9 10.1 38.5 2.1 
births were premature. As there is a signifi- States from 1937 to 1947. Although these 


cant difference in these figures, and as it is, 
known that in a white population approxi- 
mately 5% of all births are premature,* * it 
was felt that there was some error in the latter 
institution. It was found that in this hospital 
some of the infants which should have been 
classified as live births were being called still 
births. This apparently has been an error else- 
where,’ but according to the Vital Statisties 
Act® a fetus, regardless of age, which does 
breathe at birth must be registered as a live 
birth and the usual procedure for complete 
registration followed through as for a normal 
birth. Because of this, the statistics from Hos- 
pital B could not be compared with other 
institutions. It should be observed however 
that there has been a steady decline in the per- 
centage of premature deaths, from 60.0% in 
1940 to 16.4% in 1948. 

Fig. 1 shows graphically the fatality rates 
(deaths per 100 premature infants) in Hospital 
A. It is observed that there is not any indica- 
tion of a steady decline in the survival rate in 
this 12 year period. The average fatality rate 
in the period from 1937 to 1942 was 21.04% 
and in the period of 1943 to 1948 was 20.45%, 
an improvement of only 0.59%. The fatality 
rate among premature infants at the Long 
Island College Hospital from 1924 to 1940 was 
28.4% and between the period 1940 to 1945 
was 16.3%. In the United States an infant 
born prematurely in 1947 enjoyed a 25% better 
chance of survival than one born in 1937. 

Fig. 2 compares graphically the number of 
premature deaths per 1,000 live births in Hos- 
pital A, the City of Toronto and in the United 





figures are not absolutely comparable, they do 
illustrate that there has been a steady decline 
in the mortality rate throughout the United 
States and the City of Toronto, whereas in 
Hospital A there has not been any definite 
trend of improvement. 

Because the percentage of premature births 
in Hospital A was slightly higher than the inci- 
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Fig. 1.—Fatality rates in Hospital A (deaths per 100 
premature infants) within the period from 1937 to 1948. 





live births in Hospital A, the city of Toronto and in 
the United States, 1937 to 1947. 
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dence reported in surveys elsewhere,* a more 
detailed investigation was made by analyzing 
all the premature charts in 1947 and 1948. 
Information from this survey provided figures 
for corrected statistics, as all the infants 
weighed 2,500 grams (5 lb. 8 oz.) or less. Tables 
III and IV show the results of this survey. 
From these tables it is readily seen how mis- 
leading figures can be unless there is some 
standard definition of prematurity used uni- 
versally such as outlined by the Academy of 
Pediatrics. Table III shows that there is a 
difference of 11% in the fatality rates between 
the hospital statistics and corrected figures in 
1947 and a 6% difference in 1948. In these two 
years 31% of the infants classified in the hos- 
pital statistics as premature were found to be 
over 2,500 grams. It should also be realized 
that the diagnosis made by the doctor and re- 
corded on the birth and death certificates is the 
only basis the hospital and government records 
departments have.in compiling their statistics. 
Therefore, statistics in many parts of this 
country in past years have no true significance, 
as one physician’s conception of a premature 
infant might be quite different from that of 
someone else. It is felt that if the birth weight 
could be ineluded on the Notification of Birth 
Form and possibly also on the Death Certifi- 
eate, statistics would be much more meaningful 
and deaths could be categorized according to 
the birth weight, which is the most practical 
index of prematurity. In the State of Illinois, 
which has had a most progressive program for 
some years, new birth certificates will require 
entry of the birth weight so that reliable and 
comparable data may be obtained.’ 


TABLE III. 


A Comparison or Hospirat Sratistics AND CoRRECT 
Sratistics In Hosprrau A 1947 anp 1948. 





Hospital Corrected 
statistics _ statistics 


1947 
Number live births.............. 4,834 4,834 
Number premature births. ....... 293 206 
(87 over 
2,500 gm.) 
Percentage births premature...... 6.1 4.2 
Number premature deaths ....... 78 77 
Percentage prematures died... ... 26.6 37.3 
1948 
Number live births.............. 4,293 4,293 
Number premature births. ....... 282 210 
(92 over 
; ,500 gm.) 
Percentage births premature... ... 6.5 4.4 


Number premature deaths....... 55 55 
Percentage prematures died...... 


TABLE IV. 


A CompaRISON oF HospriTaL SratTistics AND CoRRECT 
STaTistics IN Hospirat B 1948 











Hospital Corrected 
statistics _ statistics 
1948 
Number live births.............. 2,295 2,295 
Number premature births. ....... 128 78 
(36 over 
2,500 gm.) 
(14 still 
births) 
Percentage births premature.... . . 5.5 3 


Number premature deaths. ...... 21 15 
Percentage prematures died. ..... 





Table V shows the fatality rates by birth 
weight groups in Hospital A and several other 
hospitals in the United States. 

From these figures it may be concluded that 
the fatality rates in the two intermediate 
weight groups in the stated years (1,000 to 


TABLE V. 


SHows THE Farauiry Rates By Brrro-WeicHT Groups IN Hospirat A AND SEVERAL OTHER HOSPITALS IN THE 


UNITED STATES 





N umber 


Fatality rate (percentage) 





premature 
infants Total 
2,500 gm. 2,500 gm. Less than = 1,000-1,500 1,501-2,000 2,001-2,500 
Name of hospital Dates or less or less 1,000 gm. gm. gm. gm. 
‘Hospital A, Vancouver. 1947-1948 416 31.7 93.9 79.4 26.6 5.9 
Long Island College é 
Hospital, Brooklyn... 1940-1945 635 16.3 92.0 41.4 18.3 4.6 
Charity Hospital, New : 
SG iio ks ard n 6s 1940-1945 1,222 27.4 95.7 55.4 30.5 7.9 
Sara Morris Hospital, 
ES bc) Kv aclos 1940-1945 1,993 25.8 91.3 50.0 14.4 7.2 
New York Hospital, 
pediatric department. 1943-1945 506 ~ 22.3 85.0 49.3 21.4 5.6 
Boston Lying-in 
Re ee 1940-1945 481 25.8 100.0 46.7 12.8 4.4 
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1,500 gm. and 1,501 to 2,000 gm.) are signifi- 
cantly higher in. Hospital A than in several 
institutions in the United States. 


SUMMARY OF PREMATURE DEATHS AND 
AUTOPSIES 
The charts of 148 premature infants who 
died in the 1947-48 period were analyzed as 
well as the autopsy findings in 58 cases of pre- 
maturity in this same period. 
are summarized in Table VI. 


These findings 


TABLE VI. 
SUMMARY OF THE FINDINGS OF 148 PREMATURE 
INFANTS WHO DIED 1947-48 


Le 59.3% died in first 24 hours. 

2. 71.4% died in first 48 hours. 

8.8% of the cases were delivered by Cesarean 
section. 

. 16.9% of the eases were breech presentations. 

. 57.0% of the deaths were males and 43% were 

females. 

3. 66.0% of the cases did not receive vitamin K. 

. 98.0% of the cases had no written physical exam- 

ination or progress notes. 

From this series it is observed that 59.3% of 
the cases died in the first 24 hours and 71.4% 
died in the first 48 hour period. This is also the 
experience elsewhere. Potter® in an analysis of 
795 neonatal deaths found that 75% occurred 
in the first 48 hours and Dunham’ in a study 
ot 244 premature infants found that 56% of 
the deaths occurred in the first 24 hours. These 
results emphasize, not only the importance of 
early care of premature infants, but also the 
fact that there are harmful factors which must 
be eliminated before the birth of the infant and 
also during labour. Potter* in her analysis of 
2,000 fetal and neonatal autopsies found that 
maternal complications accounted for 30% of 
the entire group of deaths. Dunham? found a 
higher mortality rate in cases where labour 
was induced and the largest portion of infant 
deaths occurred when the mother had been de- 
livered by Cesarean section. There is a higher 
incidence of breech deliveries in this series 
compared to the incidence in full term infants. 
This is because the circumference of the head 
in young premature infants is greater than the 
circumference of the shoulders and body; thus 
the cervix will dilate sufficiently to permit 
passage of the shoulders, but not the head 
which remains in the uterus and asphyxia and 
trauma are thus more likely to be produced. 

The higher percentage of deaths in the males 
has been found to occur in other studies.* It 
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is also known that the incidence of low birth 
weight is higher amongst negroes and whites, 
this factor is important in compiling statisties. 
Vitamin K.—Although there are differences of 
opinion’” 112 econeerning the effectiveness of 
vitamin K in preventing spontaneous hemor- 
rhages in the newborn, most workers feel that 
vitamin K should be given in all cases of pre- 
maturity. Hardy recommends 2.4 mgm. intra- 
museularly every 12 hours after birth until the 
infant has taken feedings for 24 hours. 
Hospital records.—The incomplete records in 
this series as evidenced by the almost complete 
lack of details concerning the prenatal or de- 
livery history, written physical examinations 
and progress notes on only three infants, no 


TABLE VII. 


SUMMARY OF THE FINDINGS IN 58 AUTOPSIES 
ON PREMATURE INFANTS DurRING 1947 AND 1948 LisTED 
AS PRINCIPLE CAUSE OF DEATH ACCORDING TO 
PATHOLOGICAL REPORT. 


* Number 
of cases Percentage 


Cause of death 


Cerebral hzemorrhage 

Fetal atelectasis 

Resorptive atelectasis......... 

Congenital anomalies....... 

Bronchopneumonia............ 

Erythroblastosis foetalis 

Hematoma liver with 
hzemoperitoneum 

Ulcerative colitis 


MPP 
mre EO 


— 


final note in any of these cases, as well as 
the insufficient nursing notes, appears to be a 
universal failing in premature records.’* If 
these infants are to receive adequate care and 
their treatment is to be assessed from time to 
time, complete records are an essential factor. 
Recommendations for keeping complete records 
are outlined in the ‘‘Standard and Recommenda- 
tions for Hospital Care of Newborn Infants’’.*° 
AUTOPSY FINDINGS 

A summary of the findings in 58 autopsies 
on premature infants in Hospital A and Hos- 
pital B for 1947 and 1948 is seen in Table VII. 
Autopsies were performed on only 39.1% of all 
prematures that died in this period. If a 
constant attempt is to be made to try and de- 
crease the mortality rate in these infants as 


-well as confirming physical findings during life, 


post mortem examination should be performed 
on all fatal cases. The importance of post 
mortem examination of the fetus and new born 
was stressed in 1943 by Edith Potter.’ 
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Bundesen'? demonstrated the inaccuracy of 
final diagnoses without confirmation by post 
mortem examination in prematures. Joint 
obstetrics and pediatric pathology conferences 
should be conducted regularly. 

It is observed in the summary of the autopsy 
findings that 56% of deaths were attributed to 
atelectasis. It is now felt'* '* *° that the diag- 
nosis of atelectasis as a cause of death in prema- 
ture infants has been loosely used and’ the 
significance of atelectasis in these infants iS mis- 
understood. Atelectasis is usually secondary to 
a more fundamental lesion. Dunham”? in a 
series of 66 premature deaths found that 51% 
of the deaths were due to prematurity alone and 
these cases showed no other abnormalities. 
Forty-five per cent of these cases were shown to 
have atelectasis. Potter* in 487 autopsies on 
premature infants who died in the intrapartum 
and neonatal period, found that 31% showed no 
pathological lesions, and died because of marked 
immaturity. Asphyxia is the most common 
cause of death in premature infants: 39% of 
the prematures in Potter’s series died of 
asphyxia in the intrapartum group and 16% 
of the deaths in the neonatal period were at- 
tributed to asphyxia. 

Cerebral hemorrhage was found to be the 
principal cause of death in 12 of these infants. 
Nine of these cases showed tears in the tentorium 
cerebelli, there was one subdural hemorrhage, 
one sub-arachnoid hemorrhage and two eases 
had massive intraventricular hemorrhage prob- 
ably arising from the choroid plexus. Seven of 
these infants died in the first 48 hours, two 
lived for 5 days and one for 18 days. Potter‘ 
found that traumatic hemorrhage is twice as fre- 
quent in full term infants dying either during 
or after birth as it is in the premature infant 
dying in the same period. 

Six eases had congenital anomalies ; five of these 
were the principal cause of death (congenital 
absence of kidneys, meningocele, cystic teratoma, 
polyeystie kidneys, coarctation of the aorta). 

Five eases died from broneho-pneumonia. In 
+ of these cases the pneumonia followed aspira- 
tion of feedings. All of these cases were over 5 
days of age. The incidence of pneumonia as a 
cause of death increases with each day ‘of extra 
uterine life. The bacteria are admitted to the 
amniotic fluid through early rupture of the 
membranes, and aspiration introduces_ the 
bacteria into the lungs. Thus pneumonia is a 
definite hazard in any prolonged and compli- 





cated labour and prophylactic treatment should 
be administered in these cases. 


EARLY CARE OF THE PREMATURE 


A few remarks will be made about several 
types of therapy that have proved to be useful 
in the early care of these infants. 

Before the delivery, maternal analgesia, 
anesthesia, and the type of delivery should be 
determined with adequate consideration for the 
handicaps and hazards of the infant at birth. 
After delivery, the mucus and other fluids 
should be gently sucked out of the nose, mouth 
and upper pharynx. Vigorous methods of re- 
suscitation should never be used. We have ob- 
served several cases of ruptured liver and 
adrenal hemorrhage produced by too enthusi- 
astic handling at birth. No amount of external 
pressure can cause any significant pressure 
change in the thorax when the lungs are com- 
pletely unaerated. If spontaneous respirations 
do not oceur, and it is felt that there is some 
obstruetion in the larynx or trachea, direct 
tracheal catheterization should be done in an 
attempt to remove any mucus and to maintain 
an open airway. 

If a stimulant is required, caffeine and 
sodium benzoate, 8 to 32 mgm. and epinephrine, 
1 to 2 min. of a 1 to 1,000 solution, are the ones 
of choice. Coramine and alphalobeline are felt 
to be dangerous and in toxic amounts may 
cause convulsions. If further stimulation is re- 
quired 2 to 8 e.e. of 50% glucose intravenously 
has been found to be a most satisfactory stimu- 
lant. The glueose should be injected slowly 
either into the umbilical cord or into the small 
veins of the hands, feet, or sealp with a 25 or 
24 gauge needle. No harmful effects from this 
solution have been observed and it is felt to be 
a most useful adjunct in reviving newborns. 
Small transfusions of fresh, matched, or 0 
negative whole blood have also been observed to 
have a stimulating effect on the respirations of 
some premature infants who have not re- 
sponded with other treatment and are in a 
state of collapse or shock. These two pro- 
cedures are not necessary in every ease. It 
should also be emphasized that it is important for 
for all physicians who are dealing with newborns 
and especially prematures to be familiar with the 
technique of efficiently needling small veins. 

There is no need to stress the usefulness of 
continued oxygen therapy in premature infants 
who are having respiratory difficulties, but it 
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has been observed that much better results are 
obtained in these eases if the atmosphere is also 
saturated with water vapor. Considerable 
work has been done lately in this field at Johns 
Hopkins Hospital.*!. It was shown by Farber 
and Sweet”? that amniotic sae contents are 
found in the lungs of about 88% of most new- 
borns to a slight degree and in large amounts 
in about 15%. When large amounts of ma- 
terial are aspirated by the infant, the bron- 
chioles and alveoli may become obstructed to 
such an extent that interference with extra- 
uterine respiration is produced.”* 

In some cases a compressed vernix membrane 
may be formed which lines the alveoli. It is 
probably the cases having large amounts of 
amniotie sae contents which benefit mostly by 
the use of humidified oxygen atmosphere. 

It is well known that the relative humidity 
of the expired air is between 80 and 85%, so 


Sg gyeeevediurunvss 


Fig. 3.—Demonstrating a method for humidifying 
the atmosphere by running oxygen through 4 water 
bottles immersed in a pan of hot water. Note the 
elevation of the foot of the incubator. 


unless the surrounding atmosphere is at this 
humidity or higher, water vapour will be lost 
from the expired air and the secretions in the 
lung tree will become dry and tenacious. This 
is the basis for treating acute tracheitis with 
steam and the same principle applies to infants 
with respiratory difficulties. It has been found 
that if these infants are kept in a humidified 
atmosphere of oxygen and the head is lowered 
to allow proper drainage that the secretions 
from the trachea and lower bronchiole tree 
run out profusely. Intermittent suction must 
be applied to the nose and throat so that a clear 
airway is maintained. 

A relative humidity of 90 to 95% can be 
maintained easily in the more elaborate incuba- 
tors, but in most incubators the relative humidity 
is only between 60 and 65%. By running 
oxygen through 4 water bottles, that are kept 
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in a basin of hot water, see Fig. 3, the humidity 
may be kept between 90 and 95%. It should be 
emphasized that the water must be kept at about 
44° C. We have been impressed by the im- 
provement infants with severe atelectasis have 
shown when treated in this manner. It is also 
important to maintain the hydration in these 
infants, This is done by supplementing the oral 
intake with subeutaneous and intravenous fluids. 
The amount of fluids received should be eare- 
fully charted. After the first 24 hours and 
during the first few days 60 to 90 cc. per ke. 
of body weight and by the tenth day 130 to 
150 ¢.e. per kg. of body weight should be given 
to maintain fluid balance. 


Proposed premature program. — Because all 
hospitals in the greater Vancouver area are not 
equipped or staffed to care for premature in- 
fants adequately, a new premature nursery is 
being constructed in the pediatric department 
at St. Paul’s Hospital where these infants will 
be able to be admitted. This unit will not only 
provide a service in the surrounding area, but 
it will serve as a teaching unit for physicians, 
interns, nurses and social workers. It is also 
proposed to assess different forms of treatment 
by carrying out controlled studies with the co- 
operation of the hospital laboratory - staff. 
Autopsies will be attended by the pediatric 
house staff and tissues will be examined by a 
member of the pediatric staff as well as the 
pathologist. All discharged cases will be fol- 
lowed by contacting the family doctor or by 
returning to the out-patients’ department. 
Private cases will be cared for by their own 
doctors in eo-operation with the attending staff. 

In order to assure proper nursing care, which 
is one of the most important factors in treating 
prematures, two graduate nurses have been sent 
away to an established premature centre for 
training before the opening of the new unit. 
At the present time the unit will be able to 
handle only 12 infants, but space for expansion 
has been allocated in the planning, Four nurses 
will be on duty at all times, It is proposed to 
have an arrangement with the ambulance service 
so premature infants may be transported in a 
suitable premature ambulance from other insti- 
tutions and localities to the hospital. 


DISCUSSION 
From the results of this survey it is realized 
that there is an opportunity to improve the care 
of the premature infant in this area. Also eare- 
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ful analysis of the hospital records has shown 
that these figures are not comparable to those 
of other institutions, because no standard 
definition of prematurity has been used in com- 
piling the hospital statistics. It is felt that this 
situation does not only exist in these two 
institutions in Vancouver, but that it is general 
throughout the whole of Canada and that con- 
sideration should be given to establishing some 
form of standardization so that meaningful sta- 
tisties can be compiled. As previously mentioned, 
recording the birth weight of all ‘‘live births’”’ 
on the notification of birth form as-well as the 
death certificate would rectify the present situ- 
ation and statistics could then be compiled 
which would be meaningful and comparable 
throughout the country. To date, the Dominion 
Bureau of Statistics is able to supply only the 
number of premature deaths and as has been 
mentioned, these infants do not adhere to any 
standard definition of prematurity other than 
the gestation period which is not reliable in 
many eases as it is subject to considerable 
Canada, there is no official 
definition of prematurity. In a recent com- 
munication with the Medical Health Officers 
in 14 of the largest Canadian cities, it was 
found that only 4 cities have records of the 
number of premature births. The sixth revision 
of the Manual of International Lists of Dis- 
eases, 1948, states that ‘‘an immature infant is 
a live born infant with a birth weight of 514 
pounds (2,500 grams) or less, or specified as 
immature.’’ In some countries, however, this 
eriterion will not be applicable. If weight is 
not specified, a live-born infant with a period 
of gestation of less than 37 weeks or specified 
as ‘‘premature’’ may be the equivalent of an 
immature infant for purposes of this classifica- 
tion.24 This manual possibly will be adopted 
by Canada next year, but unless the birth 
weight is recorded on an official registration 
form, it will not alter the present situation of 
recording premature births. 


variation. In 


SUMMARY AND CONCLUSIONS 


1. A survey of the mortality rates, .for the 
last 12 years, in two large institutions in Vai- 
couver shows no appreciable improvement and 
the fatality rates in these institutions are higher 
than in several other hospitals in the United 
States. 





2. Corrected statistics show the error in pub- 
lishing figures without some standard definition 
of prematurity. 

3. By adopting a standard definition of pre- 
maturity throughout the country, such as out- 
lined by the ‘American Academy of Pediatrics, 
meaningful and comparable statistics could be 
compiled. 

4. The simple procedure of including the birth 
weight on the notification of birth form and the 
death certificates should be adopted so reliable 
statistics can be compiled. 

5. Complete records on premature infants are 
often neglected and are an important aspect of 
premature care. 


6. Autopsies should be performed on all fatal 
eases and joint pediatric, obstetrical and patho- 
logical conferences should be conducted at 
regular intervals. 


7. Care in the first 48 hours is most important 
and good results have been obtained in resusci- 
tating newborns with intravenous 50% glucose 
and in some eases with small blood transfusions. 


8. A humid atmosphere with a relative humid- 
ity of at least 85% has been found to be bene- 
ficial in treating eases of atelectasis. 

9. There is need for further premature pro- 
grams to provide adequate care for these infants. 
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HEWER: 


TRICHLORETHYLENE AS AN 
INHALATION ANASSTHETIC AND 
ANALGESIC 


C. Langton Hewer, M.B., M.R.C.P., F.F.A.R.C.S. 


Senior Anesthetist, St. Bartholomew’s Hospital, 
London, Eng. 


"[ RICHLORETHY LENE is said to have been 

first described in 1864. It soon came into 
commercial use as a non-inflammable solvent, 
and was extensively employed for such 
purposes as the dry-cleaning of clothes, the 
de-waxing of lubricating oils, and the de- 
greasing of metals. The substance is known 
under a variety of trade names, such as chlory- 
lene, trethylene, triklone, gemalgene and west- 
rosol. These preparations may contain a 
variety of impurities, and industrial poisoning 
by inhalation is not uncommon, the symptoms 
including giddiness, vomiting, optic neuritis, 
and various palsies.t. Addiction by workmen 
was fairly common, the inhalation of the 
vapour causing a pleasant drowsiness with 
euphoria. The commonest palsy which oc- 


curred was of the trigeminal nerve, and it was 
believed that the drug had a specific effect 


upon this nerve. Acting on this belief, tri- 
chlorethylene was administered to patients suf- 
fering from trigeminal neuralgia? and was 
found to give much relief.’ 

It is in fact much more probable that the 
abolition of pain was actually due to a state 
of general analgesiat A considerable amount 
of experimental work was carried out by re- 
peatedly anesthetizing animals with trichlor- 
ethylene and thereafter killing them and 
examining their viscera. From this it appeared, 
that the toxie effects were much less marked 
than those caused by chloroform.* Encouraged 
by this, the drug was tried as a short anes- 
thetic on some cases in America® but the matter 
was not pursued. 

In 1939, when it appeared that a major war 
was inevitable, British anesthetists were under 
no illusions as to the danger of inflammable 
anesthetic agents when given under conditions 
of gunfire or aerial bombardment. The com- 
bined Committee of the Medical, Research 
Council and of the Anesthetic Section of the 
Royal Society of Medicine, gave the-matter its 
earnest consideration, and the writer was re- 
quested to find out whether any non-inflam- 
mable agent other than chloroform was a 
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practical proposition. After extensive research 
into the literature, and on the advice of an 
analytical chemist (Mr. Chalmers of Muswell 
Hill) who had experienced the analgesic effects 
of trichlorethylene upon himself, it was re- 
solved to undertake an exhaustive investiga- 
tion of this drug. This was carried out in the 
Anesthetic Department of St. Bartholomew’s 
Hospital, and resulted in the publication of 
several papers. Much interest was taken in 
the new drug which is now to be found in 
practically every operating theatre in Great 
Britain. 


PHYSICAL AND CHEMICAL PROPERTIES 


Trilene is a blue volatile liquid with a smell 
somewhat resembling that of chloroform but 
without its pungeney. The specific gravity is 
1.47, the vapour density 4.53 (air = 1) and the 
boiling range 86 to 88° C. It is practically in- 
soluble in water but is miscible with chloro- 
form and ether. 


Trilene is not inflammable, nor will its 
vapour: explode when mixed with any propor- 
tion of air at ordinary temperatures and pres- 
sures. If, however the air is enriched with 
oxygen or if trichlorethylene vapour is mixed 
with pure oxygen® at temperatures higher than 
25.5° C. (78° F.) inflammable mixtures may be 
formed which ignite at 419° C. In temperate 
climates it is unlikely that the gases issuing 
from unheated anesthetic vaporizers would 
exceed 25° C. but it would seem wise to use 
a mixture of trilene with air in preference to 
oxygen if a serious ignition risk is present 
(e.g., the diathermy of growths in the mouth). 
When a cautery is used in the presence of 
strong trilene (or chloroform) vapour, a minute 
amount of phosgene may be formed but this 
can be ignored. On the other hand it is 
extremely dangerous to smoke in the presence 
of trilene vapour as all the products of combus- 
tion are inhaled by the smoker, a just retribu- 
tion thereby falling upon him. 


The effects of alkalis are important to the 
anesthetist. Below 15° C. no chemical action 
occurs, but at high temperatures soda-lime can 
decompose trichlorethylene into dichloracety- 
lene, a toxic substance which ean probably 
cause nerve palsies (C,HCl,+NaOH—C,Cl,-+- 
NaCl+-H,0). 

During the war, some unsuitable soda-lime 
which was hygroscopic and which became very 
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hot came on to the market, and several cases 
of cranial nerve palsies were described when 
trilene vapour had been used with it.° Subse- 
quent research showed that the presence of 
moisture and of ether minimizes this reaction.’° 

Owing to the seriousness of such palsies if 
they become permanent, the present view is 
that trichlorethylene should not be used in a 
closed circuit, and various devices have been 
described to render this impossible. For 
example, a by-pass tap ean be fitted to existing 
apparatus'! while in Marrett’s gas-oxygen 
machine, an ingenious interlock is provided 
between the soda-lime and trilene controls, so 
that both cannot be ‘‘on’’ together.” 


EFFECTS ON CENTRAL NERVOUS SYSTEM 

Trichlorethylene vapour when inhaled rapidly 
produces a state of general analgesia, a con- 
centration of about 0.5% in air being sufficient 
for this purpose. Higher concentrations may 
cause some excitement in stage 2 and then 
surgical anesthesia (stage 3) is reached. If 
pushed beyond plane 1 of this stage, tachy- 
pneea may develop so that it is unwise to at- 
tempt to produce’ complete muscular relaxation 
with this agent alone. On the other hand it 
may be used to maintain unconsciousness, and 
curare may be injected to produce the desired 
relaxation. 

As with practically all other general and 
local anesthetic agents, some eases of con- 
vulsions have been recorded, but in all, spon- 
taneous recovery has ensued.’*® The produc- 
tion of nerve palsies from impure trichlorethy- 
lene and from the interaction of the drug with 
soda-lime has already been mentioned. 


EFFECTS ON CARDIOVASCULAR SYSTEM 


There is usually no significant change in the 
blood pressure under trichlorethylene narcosis, 
and eapillary oozing from wounds is noticeably 
less than is the case with ether and cyclopro- 
pane. Erythematous skin rashes occasionally 
occur but are of no significance. 

The effects of the drug on the heart have re- 
ceived special attention, since the chemical re- 
lationship of trichlorethylene. to chloroform 
suggested the possibility of primary, cardiac 
failure. Clinically various pulse changes oc- 


eur, bradycardia being commoner than tachy- 
cardia, and arrhythmias being noted fairly 
frequently, especially during the induction of 
anesthesia. 


A great variety of electrocardiographic 
changes have been recorded with all the vola- 
tile anesthetics, but it is probable that they 
are of little practical significance except multi- 
foeal ventricular tachyeardia. It has been’ 
shown that with chloroform this type of ar- 
rhythmia may be the precursor of ventricular 
fibrillation'® possibly in combination with 
natural or injected adrenaline—and this is one 
of the mechanisms of primary cardiac failure 
which renders inadvisable the general use of 
the drug. 

In the ease of trichlorethylene (as with cyclo- 
propane) multifocal ventricular tachycardia has 
been demonstrated in about 10% of administra- 
tions't but reported cases of primary cardiac 
failure are exceedingly rare’ although the drug 
has been in general use for nearly 10 years, It 
is therefore certain that in spite of their chemi- 
eal similarity, chloroform and trichlorethylene 
differ fundamentally in their actions on the 
human heart. 


EFFECTS ON RESPIRATORY SYSTEM 


Trichlorethylene vapour has very slight ir- 
ritant effects on the respiratory passages, and 
there is no excessive salivation or increase in the 
secretion of mucus, even if the premedicatién 
has been inadequate or badly timed. 

The most obvious difference between the 
effects of trichlorethylene and other inhalation 
anesthetics, lies in the respiration rate. This 
rises as the depth of narcosis increases until at 
the stage when muscular relaxation is complete, 
tachypnoea may be extreme. For this reason the 
drug is unsuitable for the production of deep 
nareosis alone. Diminution in the oxygen per- 
centage of the inhaled mixture, and increase in 
the carbon dioxide content, both aggravate 
tachypnea, but correction of these errors may 
not eliminate it. It is thus essential to regard 
a high respiratory rate as one of the signs of 
overdosage with this agent. 

The reason for the increased rate has been 
the subject of much work, and a reasonable 
explanation appears to be as follows: The 
Hering-Breuer reflex consists of two parts; 
expansion of the chest inhibiting further 
activity of the respiratory muscles, and col- 
lapse of the chest initiating respiratory efforts. 

Until recently it was supposed that the whole 
reflex could be explained on the basis of one 
set of afferent or stretch-fibres from the 
pulmonary alveoli up the vagi to the respira- 
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tory centre. It now seems probable that a 
second set of fibres running from the small 
blood vessels in the lungs to the vagi, are re- 
sponsible for the deflation-reflex.17 From 


animal experiments, it appears that all the | 


volatile anesthetics sensitize the stretch-reflexes 
and ean thus cause shallow respiration. The 
deflation-reflexes, on the other hand, are atf- 
fected differently. For example ether first 
stimulates and then paralyzes them while tri- 
chlorethylene causes stimulation throughout, so 
that in deep narcosis the respiratory rate rises 
with the concentration of the drug.”® 


EFFECTS ON LIVER AND KIDNEYS 


A great deal of experimental work on 
animals was done before trichlorethylene was 
used on the human subject, as it was thought 
possible that a condition analogous to ‘‘delayed 
chloroform poisoning’’ might be produced.* *° 
All workers, however, found that in the usual 
experimental animals toxic effects were slight. 
A typical conclusion was—‘‘the absence of 
liver and kidney injury after long continued 
exposure to trichlorethylene vapour, is the 
most striking result of the experimental work 
(on rats).’’?° 

In man liver function tests vary greatly, as 
the functions of the liver are diverse. Until 
recently, dye-retention tests were often used 
to assess the impairment of function due to 
anesthetics. In 1933, however, the cephalin 
flocculation test was first described, and is now 
thought to offer advantages over previous ones 
as regards specificity, sensitivity, and ease of 
application. The principle of the reaction is 
that the serum of patients suffering from 
parenchymatous hepatic lesions causes floccula- 
tion in cephalin-cholesterol emulsions. On this 
basis, trichlorethylene causes less liver damage 
than does chloroform or ether.?? This con- 
clusion would seem to be confirmed in practice 
as up to date only one instance of liver necrosis 
has been reported in the British press, and here 
the influence of the drug was doubtful.?* 


TECHNIQUES OF ADMINISTRATION 


Trichlorethylene is generally used as a sup- 
plement to nitrous oxide and oxygen. Since the 
beginning of the second world war, practically 
every hospital in Great Britain has been 
equipped with the simple ‘‘Boyle’’ type of ap- 
paratus which incorporates a large bottle for 
ether, and a small one originally meant for 
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chloroform. It has now become the almost 
universal practice to put trilene in the chloro- 
form bottle. This is fairly satisfactory, pro- 
vided that the control lever is never moved 
near the ‘‘full on’’ end of the seale.** <A light 
plane of narcosis can be maintained with an 
extremely low concentration of trichlorethy- 
lene vapour. Long operations involving the 
use of diathermy such as craniotomy and radi- 
cal mastectomy ean be performed satisfactorily, 
and with a minimum of capillary oozing. 
Sufficient oxygen should always be given to 
avoid any trace of cyanosis, and the trilene 
vapour should be shut off some time before the 
end of the operation. When used in this way, 
recovery is rapid, with little or no nausea and 
vomiting. If tachypnoa develops at any time, 


. the trilene should be discontinued until a 


normal respiratory rate has returned. Muscu- 
lar relaxation is usually inadequate for major 
abdominal surgery, and should be obtained by 
minimal doses of curare, or by nerve or field 
blocking.* 

If no gas-oxygen machine is available, trilene 
can be placed in the well known ‘‘Oxford ether 
vaporizer,’’ in which case, 7.5% on the ether 
calibration is equivalent to approximately 
1.5% trilene in air.” The open mask method is 
not suitable, owing to the relatively low vola- 
tility of the drug. 

Trichlorethylene is also extremely useful for 
producing general analgesia with retention of 
consciousness, and is now extensively employed 
for this purpose in midwifery. The most 
popular inhaler in Great Britain for this 
purpose is Freedman’s, a compact unit, which 
is most suitable for self-administration, a fixed 
concentration of 0.65% in air being supplied. 

A great deal of work on animals and in man 
has been done by the Research Fellows of the 
Association of Anesthetists of Great Britain 
and Ireland.”® They have shown that although 
trichlorethylene readily passes the placental 
barrier, it has very little effect on the uterine 
contractions of the mother, or on the fetus, 
provided that the concentration is kept as low 
as is consistent with adequate analgesia. 

Dentistry has also provided a wide scope for 
analgesia with trichlorethylene. The inhalers 


* A small trilene vaporizer plugged into the breathing 
tube of an intermittent-flow apparatus of the Walton 
or McKesson type is extremely useful when giving nasal 
gas and oxygen for dental extractions to resistant 
patients. 
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previously considered are not very suitable for 
dental surgery owing to their bulk, and various 
types of ‘‘blow-through’’ designs are in use. 
The principle of all types is that the patient by 
squeezing a rubber bulb forces air over tri- 
chlorethylene to a nose-piece similar to that 
used for gas-oxygen apparatus. Suitable safety 
devices against over-filling, spilling, wrong 
connections, ete., are of course included. 

Trichlorethylene analgesia also is used for 
many other purposes, such as painful dress- 
ings, ete. 


SUMMARY AND (‘ONCLUSIONS 


Trilene is useful for maintaining a light 
plane of inhalation narcosis, particularly when 
a fire risk is present. It is unsuitable for pro- 
ducing muscular relaxation by itself, and 
tachypnea should be regarded as a sign of 
overdosage. The best means of administration 
is to supplement nitrous oxide in a semi-closed 
apparatus. Trichlorethylene should not be 
used with soda-lime in a closed system. When 
inhaled with air in sub-anesthetie concentra- 
tions, the drug- is a potent general analgesic, 
and has been used extensively in midwifery 
and dentistry. 


BIBLIOGRAPHY 


s PLESSNER, W.: Berlin. klin. wees §3: 25, 1916. 
GERBIS, H.: Zbl. yg tar Ying 9238. 

OLJEHICK, Le: o A. MM. , 91: ANO85, 1928. 

. GLASER, M. A.: J. A. M. - 96: 916, 1931. 

. JOACHIMOGLU, G.: Berlin. klin. Wehr., §8: 147, 1921. 
Rate J. C. et al.: Proc. Amer. Pharmaceut. Ass., 


Anesth. & Analg., Sept.-Oct., p. 198, 
STRIKER, C. et al.: Anesth. € Analg., Mar.-Apr., p. 68, 


6. HEWER, C. L.: Brit. M. J., June 21, p. 924, 1941; Proce. 
oe, Soc. Med. (Anes. Sec.), March 6, 1942; Brit. 
.d., p. 458, April 10, 1943; Proc. Roy. Soc. Med. 
Thiele. Sec. ), May 7, 1943. 
. Information kindly supplied by Imperial Chemical 
Pharmaceuticals Ltd. 
8. JONES, C. W. AND Scort, G. S.: oe of Mines, Rep. 
3666, Pittsburgh, Pa., U.S.A., 43. 
9, HUMPHREY, J. H. AND iwoGriati.ano, M.: Brit. M. J.,; 
p. 316, March 4, 1944 
CARDEN, S.: Brit. M. J., D. 319, March 4, 1944. 
10. Pa ae” AND STOCKEY, R. E.: Lancet, p. 814, June 
30, 5. 
11. GALLEY, A. H.: Brit. M. J., p. 996, May 23, 1948. 
12. MARRETT, H. R.: Brit. M. J., p. 403, February 28, 1948. 
13. Lavy, A, G.: Heart, 5: 299, 1913. 
HILL, L. GoW. Lancet, Dp. eo 1932. 
14. Kurtz, C. M. et al.: J. A. M. 106: 434, 1936. 
BARNES, C. G. AND IVEs, hy “Proc. Roy. Soc. Med. 
(Anes. Sec.), May 5, 1944. 
15. HawortuH, J. AND Durr, A.: Brit. M. J., p. 381, March 


27, 3. 
16. GARLAND, Y.: Brit. M. J., p. 607, November 21, 1942. 
CULBERT, T. D.: Brit. M. J., p. 679, December 5, 1942. 


17. WHITTERIDGE, D. M. AND BULBRING, E.: J. Pharmacol., 


- 


wm So DO 


or 


. JACKSON, D. E.: 
1934 


81: 340, 1944; Brit. M. Bull., 4: 85, 1946. 
18. wn Cc. L.: ‘Recent Advances in "Aneesthesia, 6th 
ed., p. 19, 
19. HerRzBerG, M.: Anesth. & Anal., 13: 203, 1934. ; 
LANDE, P. et a Arch. d. mal. profess., 2: 454, 1939. 
20. TAYLOR, H.: Indust. Hyg. & Tozxicol., 18: 179, 1936. 
21. HANGER, F. MM: Tr. A. Am. Physicians, 53: 148, 1938. 


22. ARMSTRONG, D. M.: or gee p. 45, ae 1947. 
23. Dopps, G. H.: Brit. Jus De TES, June 2, 1945. 
24, Seer G. E. H.: Markt . Me Seg De. SOQ, September 2, 


25. Marrett, H. R.: Brit. M. J., p. 643, May 23, 1942. 
26. en, P. S. A.: Brit. M. J., p. 442, March 12, 


. FREEDMAN, A.: Lancet, p. 696, December 4, 1943. 


28. EPSTEIN, H. G. AND MACINTOSH, R. R.: Brit. M. J., 
p. 1092, wee 12, 1949. 
29. HELLIWELL, P. J. AND Hutton, A. M.: Anzsthesia, 


p. 176, October, 1948; Ibid, Dp. 18, January, 1949; 
Ibid, p. , January, 1950. 
30. Lancet: p. “313, February 19, 19 
$1. Hy hi Proce. Roy. Soe, Med. *(Oaont. Sec.), 
32. Scuer, E. Pi Dental Record, p. 217, September, 1946. 


March 


Redmayes, Marshalswick Lane, 
St. Albans, Herts, England. 


OBSTETRICAL ANALGESIA WITH A 
TRILENE INHALER* 


Alan B. Noble, M.D., F.A.C.A. and 
Sheila H. Cattanach, M.B., Ch.B. 


Kingston, Ont. 


‘THE British literature has for the past few 
years contained numerous articles dealing 
with experiences with trichlorethylene in labour. 
Their reports were all satisfactory, some writers 
having reported as many as 10,000 administra- 
tions without serious mishap. Of particular 
interest is a report recently issued by the Royal 
College of Obstetricians and Gynecologists re- 
garding the possible use of trilene by midwives 
as an analgesic in labour. Some of the points 
mentioned in their investigation are: i 


1. Adequate analgesia in 76 to 89% of cases, and 
without any special skill on the part of the administrator. 

2. No adverse effect on length of labour, forceps 
rate or obstetrical interference rate. 

3. Safety to mothers: One death only was discovered 
and that on 4th day after delivery in patient with mitral 
stenosis. Maternal death rate one-half that where no 
anesthetic or analgesic was given. 

4, Very low incidence of evidence of fetal distress 
but possible effects of fetal heart must be remembered. 

5. Asphyxia neonatorum occurred to some degree in 
3.9% of cases. 

6. No evidence of any effect on still-birth rate. 

Reports of possible circulatory effects were noted, but 
the authorities agreed that trilene is definitely safer ‘than 
chloroform. 

Reports of possible circulatory effects were noted, but 
the authorities agreed that trilene is definitely safer than 
chloroform. 


Certain properties of trilene definitely recom- 
mend it for obstetrical analgesia. ‘‘ Although 
its effects are somewhat similar to chloroform, it 
is less potent as an anesthetic, more potent as an 
analgesic, and much less toxic’’ (Hewer). The 
analgesia produced is excellent and more pro- 
longed than that resulting from nitrous-oxide 
and oxygen, This effect will persist despite inter- 
rupted administration to avoid deep anesthesia. 


* Presented before the Section of Anesthesia, Ontario 
Medical Association Convention, London, Ontario, May 
23, 1949. 

From the Department of Anzsthesia, Hotel Dieu Hos- 
pital, Kingston, Ontario. 
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The vapour is not irritating but is slightly 
pungent and the face-piece should be applied 
slowly at first or-it will be intolerable to some 
patients. No troublesome secretions accumulate, 
and post-anesthetic vomiting is rare. No in- 
creased bleeding occurs, and there is no in- 
ereased incidence of post-partum hemorrhage. 
Freedman reports that uterine contractions are 
not affected, although Calvert reported some in- 
crease in time between contractions. This last 
point should be of definite assistance in some 
hard, fast deliveries. 

Amnesia occurs in nearly all cases, and the 
recovery period is one of drowsy euphoria. 


All authorities agree that the depressant 
effects on the baby are minimal although Helli- 
well and Hutton have shown that trilene readily 
passes the placental barrier in ewes. The lack 
of anesthetic potency must be kept in mind. 
It is not a potent anesthetic agent and espe- 
cially is this true where a simple ‘‘air over 
trilene’’ inhaler is being used. As a result, 
selection of cases is important. No anesthetic 
agent is perfect, and trilene certainly has some 
entries on the debit side. Tachypnea occurs if 
one attempts to push the administration past 
the first plane of the third stage. It can occur 
during any stage. Whittridge and Bulbring 
state that this is due to the increased excitability 
of the pulmonary stretch receptors. They main- 
tain that the deflation reflexes in particular are 
stimulated constantly by trilene, resulting in 
rapid, shallow breathing. Enderby states that 
tachypnea is due to too high a partial pressure 
in the alveoli rather than the depth of anesthesia. 

Cardiac effects.— There are three chlorine 
atoms in the molecule, and as with the other 
halogenated hydrocarbons used in anesthesia, 
disturbances of the cardiac conducting mechan- 
ism do occur. Most of the disturbances are of 
the type that can be explained on the basis of 
vagal over-activity, such as bradycardia, extra- 
systoles and pulsus bigeminus. More serious 
disturbances such as multifocal ventricular 
tachycardia which is a precursor to ventricular 
fibrillation can occur. Serious cardiac disturb- 
ances according to Hewer, are seen much less 
frequently than with chloroform. In our survey 
of the literature we have noted no reports of 
serious cardiac effects resulting from the use of 
the air and trilene inhaler. The few that did 


occur, occurred during closed administration 
Nevertheless 


with nitrous oxide and oxygen. 


one must admit that the possible circulatory 
disturbances represent one of the important 
disadvantages of trilene. 

With the co-operation of the attending obstet- 
ricians, house staff and sisters we commenced 
the using of trilene analgesia in selected cases 
early in February of this year. The method has 
been used on normally progressing labours 
where it was expected that uncomplicated de- 
livery would occur. If a difficult delivery was 
expected we have not depended on trilene. In 
some instances it proved inadequate, in which 
cases we did not hesitate to switch to another 
agent, usually cyclopropane. We also found 
that when necessary, the transition to open 
ether is usually easy. 

Included here are the figures for the 3-month 
period from February 16 to May 16, 1949. A 
great many of these administrations were given 
by house physicians, who have carefully re- 
corded their cases. 


NuMBER OF DELIVERIES IN THE DEPARTMENT 
FROM Frespruary 16 To May 16, 1949, 187 





Number of trilene administrations................. 


137 

Number in which trilene also was used. . ——— 
Number in which trilene was found inadequate, 

requiring transition to another agent............ 13 
Number under cyclopropane...................... 9 
Number under N20, O2 and ether................. 1 
Spinals:—13% 

1% procaine (westocaine)...................... 17 

Pontocaine—glucose. ee eo Cae 

Nupercaine 1/200 with 6% ‘Dextrose............ 3 
gs Oe 6 as baa gies any a ow van we 3 
I et oh a nur 8 ok BK 64, i ote ee eS l 
Trilene:— 

Number of spontaneous deliveries............... 114 

EEE ON ne oF 20 

SII 5 i. 5 pic ev aneuen es nrewe ase ve 6 

8 ss. gw vip bye ghb ao eee 3 
PO II ike ne odin dav eeinns oecnns 5 

ks Ses gna sk AK ae Ws 2 

Second twin—improperly developed........... 1 

Macerated—dead for some time............... 2 
Number of babies slow to breathe after trilene...... 1 
Number of cases of post-partum hemorrhage....... 3 


Percentage of deliveries under trilene for the 
3-month period 


Hee PSSA SO O66 Se 2 8 2 BS Bee 


Of some interest are the following compara- 
tive figures for the preceding 3-month period 
during which time we gave anesthetics for 160 
deliveries. Of these, 20 or 11% had some form 
of spinal anesthesia and 140 or 87% had in- 
halation anesthesia. 


Of these, 37 received N,O and O, only. 
47 N,O, O, and ether. 


a <o cyclopropane. 

18 ‘ chloroform. 

i open ether. 
140 
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Trilene, then, has largely replaced nitrous 
oxide anesthesia with or without ether, chloro- 
form anesthesia, and open ether. The number 
of cases receiving cyclopropane has been re- 
duced by 50% and the percentage of spinals 
and eaudals remains about the same. These 


figures represent rather a rapid change, and 


as occurs in any situation where a change has 
been made, we have had our disappointments, 
our inadequate anesthetics and our own errors 
vf judgment to deal with. In addition, how- 
ever, a very co-operative and tolerant attitude 
on the part of the members of tlie staff has 
assisted us greatly. The result has been the 
acquisition of experience which has improved 
the results as time went on. , 

Method of administration. — By far the 
greatest number of administrations in this 
series was done with the small compact eyprane 
inhaler. The Freedman inhaler has been used 
so seldom in this series that we prefer not to 
give opinions regarding comparative efficiency 
of the two models. 

The cyprane inhaler is prepared for use by 
removing the small screw cap at the bottom 
of the cylinder and pouring in one-half ounce 
or 15 ¢.e. of trilene. It should be refilled before 
each case and drained after use. Analgesia is 
commenced with the loose application of the 
face-piece, the seale set at ‘‘minimum’’ and 
asking the patient to inhale deeply. If the pa- 
tient tolerates the first few inhalations well, 
the face-piece is applied more firmly and the 
concentration increased by one or two notches. 
Administration. is continued intermittently 
with the pains and the concentration increased 
until analgesia is adequate. Just before and 
during delivery, when the perineum is being 
well stretched, the amount may have to be in- 
creased rapidly to the maximum. There is, of 
course, considerable variation in individual re- 
quirements, but most spontaneous deliveries 
can be handled satisfactorily in this way. 


In some instances analgesia has been ade- 
quate for outlet forceps. This has been found 
in 15% of our trilene administrations. In the 
majority of cases trilene is inadequate for 
foreeps delivery,, however. Where thé use of 
instruments has been anticipated we have used 
other agents. 


Impressions and observations—(1) The_per- 
centage of satisfactory results has improved 
definitely with experience. (2) Tachypneea oc- 





curs with relative frequency. It sometimes has 
little or no relation to the depth of anesthesia. 
Some patients have stretch receptors that are 
more readily activated. It will invariably 
oceur if the patient is given sufficient to pro- 
duce plane I anesthesia. It is usually not 
troublesome with intermittent administration. 
One must remember also that tachypnea will 
oceur naturally during labour. 

Cardiac effects—Bradyeardia oceurred in 5 
instances, usually during more prolonged ad- 
ministrations. Two eases of tachyeardia with 
extra-systoles were encountered. Both were 
long anesthetics, one for a breech delivery and 
the other for twins. -In both cases we switched 
to eyclopropane for the perineal repair. The 
arrhythmias disappeared and did not recur. 

Flushing and diaphoresis occurred six times. 
There was also an associated tachypnea and 
tachycardia. Unfortunately the blood-pressure 
was not recorded. The condition subsided with 
recovery from anesthesia. This disturbance 
is probably due to CO, accumulation resulting 
from inadequate pulmonary ventilation for 
which the tachypneea is responsible. One of 
these cases also had some emergence delirium. 
Restlessness occurred in 10 instanees. It, has 
been one of the most troublesome complications 
but occurs less frequently as one acquires ex- 
perience. It is due to one of two causes, either 
inadequate analgesia or due to the production 
of second stage anesthesia. Emotionally un- 
stable patients may be troublesome. 


The tendeney to restlessness ean often be 
well controlled by placing the shoulder rests 
on the table. This we do routinely now. If 
severe it is best controlled by switching to 
another agent, usually either cyclopropane or 
open ether. 


The results have however been generally 
satisfactory. Adequate analgesia has been ob- 
tained in most eases, there have been no diffi- 
culties with troublesome secretions or post- 
anesthetic vomiting. Recovery time has been 
rapid without unpleasant effects and the pa- 
tients have been enthusiastic. We have had no 
concern about depressed babies. 


The equipment is cheap, compact and the 
technique of administration rapidly acquired 
by junior physicians. 


The members of the obstetrical staff have 
been pleased with the results. Our combined 
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opinions are that trilene analgesia fills a 
definite need and we will continue to use it. 
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THYROIDECTOMY IN GENERAL 
PRACTICE: REVIEW OF CASES OVER 
A PERIOD OF 20 YEARS 


R. J. Neelands, M.D. 
Kirkland Lake, Ont. 


T has occurred to me that a review of 20 years 
of treatment of toxic goitre by thyroid- 
ectomy might be of interest. 


The treatment of toxie goitre by thyroid- 
ectomy started in my practice about 20 years 
ago. The facilities at that time were not all 
that could be desired, and some hesitancy was 
experienced in treating these cases. However, 
the only alternative was a long trip to the city, 
approximately 400 miles away, and the clinical 
picture of a thyroid patient faced with a long 
journey, in new surroundings, among medical 
and nursing personnel with whom he had no 
acquaintance, was to many of these patients 
rather appalling. Consequently, when finally 
they submitted to surgery at the distant city, 
many must have been a very great source of 
worry to their respective surgeons. 

However, the extra post-graduate work and 
worry and individual care that I have given 
these patients has been most rewarding. 


The hospital in which these operations have 
been performed, the Kirkland and District Hos- 
pital, has increased from approximately 20 beds 
when this surgery was started, to its present 
capacity of over 100 beds. The nursing care 
has been entirely that of a graduate staff, and 
I cannot speak too highly of the interest and 
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care these patients have received from the 
nursing staff. Furthermore I have always had 
an excellent assistant surgeon. As the hospital 
is without a resident intern, these patients have 
been looked after personally throughout. This 
has been possible because I live beside the 
hospital. 

Diagnosis.—In the early cases the diagnosis 
was entirely a clinical one. Some 6 years ago 
basal metabolism rates became available, and 
these have been used to the full since that time. 
However, I still rely much more on the clinical 
diagnosis than on mechanical aids. 

Preoperative care.—This is divided into two 
periods. The early and long period consisted 
of the use of Lugol’s solution for approximately 
2 weeks preoperatively. Since thiouracil has 
been available and recognized, great advantage 
has been taken of its use, and the preparation 
of very sick patients has become much simpler 
and surgical interference much less to be 
feared. 

After the preparation, whether by thiouracil 
and Lugol’s or by Lugol’s alone, the casual ad- 
mittanee of a patient to hospital (nearly all 
within a half-mile or a mile of the hospital), 
and plenty of sedatives before coming to the 
operating room, we come to the operation. 

Anzxsthetic.— Nearly all these cases have 
been operated on under open ether anesthetic. 
A few at the beginning were given gas and 
oxygen and local; a few down through the 
years, including one ease of silicosis, have 
been done under local anesthetic. But of the 
anesthetics available at our hospital, I still pre- 
fer open ether. 

Procedure.—Great care has always been ex- 
ercised to save every minute of operating 
time. The surgeon and his assistant have been 
ready and waiting, and all the necessary 
sutures have been available ahead of time. 

The incision has been the classical, careful, 
sweeping incision, looking towards the pa- 
tient’s feet, with the right-handed operator on 
the right-hand side of the patient. There is no 
particular technique in connection with this 
operation that has not been fully described, 
and there is nothing original about any of the 
steps. 

The gland has been exposed and fully freed. 
Fixed retractors have not been used. In very 
few instances have the strap muscles been cut 
across. The superior poles have been clamped 
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and doubly ligated, and the resection has been 
carefully done with a finger always under the 
capsule, the operator changing sides as he re- 
moves the respective lobes. Hemostasis has 
been secured by a hemostatic running stitch 
as well as with single ligatures. A drain has 
been inserted through a stab wound below the 
incision. The skin has been closed with clips. 

The watehword of the operations has been, as 
I have stated at the beginning, that not a 
moment be wasted, and the average time of 
operation has been about 40 minutes. 

Postoperative care.—The patient is returned 
to the ward, the head of the bed is elevated, 
and immediately Murphy drip containing 
Lugol’s solution is begun. An order for mor- 
phine, gr. 1/4 or 1/6 q.4h., has been a ‘‘must’’. 
This order must not be changed unless the 
respirations drop below 14 or signs of sensiti- 
zation to morphine are present, when some 
other similar drug is substituted. 


Half the clips are removed in 48 hours and 
the remainder in 72 hours. The drain is re- 
moved at the same time as the last clips. Be- 
sides Lugol’s solution and morphine, the pa- 
tient is surrounded with ice bags. Right from 
the start, on every return to consciousness, the 
patient has been encouraged to drink. 


If the course is satisfactory, the patient is 
out of bed the fourth or fifth day and out of 
hospital the seventh or eighth. 


COMMENTS 


This is reviewing 138 cases over a period of 
20 years. There was one death in the series in 
1939. There were no cases of permanent 
paralysis of the vocal cords. 

It has not been possible to do a follow-up on 
all these cases other than the month following 
the operation. However, the majority of cases 
have been from our own group of private prac- 
tice and a large number of them are still in the 
Township of Teck. The welfare or well-being 
of the patient and, if the patient is female, the 
beauty or ugliness of the sear, are brought to 
our attention with surprising regularity. The 
results have been for the most part very satis- 
factory. Thyroid surgery is one of the most 
satisfying types of surgery because in a special 
sense there is healing of the patient’s mind as 
well as body. 

I would like to emphasize the importanée of 
clinical as well as laboratory diagnosis; the 
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proper preparation of the patient; all speed 
consistent with safety in the operation; the 
nursing by skilled graduate nurses; the avoid- 
ance of intravenous injections, using Murphy 
drip or interstitial if extra fluids are needed; 
and next the importance of regular doses of 
morphine during the first 3 or 4 days of con- 
valescence. 

The one death was in the case of a woman 
of 59, who had severe myocarditis with fibrilla- 
tion. The operation was without undue shock, 
but during this time I was carefully trying 
intravenous, instead of Murphy drip or inter- 
stitial. She died suddenly of an embolus 20 
hours after operation. In the light of experi- 
ence before and since, I regret that she had 
intravenous. 

There were 3 cases of pregnancy. It has 
been stated that the treatment of toxic goitre 
during pregnancy should be the same as if the 
woman were not pregnant. I could only agree 
to this with reservations, which would not be 
very important on account of the small num- 
ber. But the problem of removing the proper 
amount of the gland appears a difficult one. 
In each of my cases hypothyroidism has de- 
veloped, requiring the use of thyroid extract 
in the mother. One child was stillborn with the 
cord around its neck. The other 2 were normal 
deliveries and are normal children, 8 and 3 
years of age respectively. 


CONCLUSIONS 


A short review is made of 138 thyroid- 
ectomies in general practice in a medium-sized 
town in Northern Ontario with a mortality of 
1 in 138 or 0.7%. I emphasize the careful pre- 
operative care; all speed consistent with safety 
during operation ; postoperative care, including 
the free use of morphine and no intravenous 
fluids; and finally the importance of the home- 
hospital treatment of thyroid patients. 


11 Kirkland St. 


R&EsuME 

L’auteur raconte son expérience dans la chirurgie de 
la thyroide. Il rapporte 128 cas opérés dans un petit 
hépital et suivis personnellement. L’auteur se fie 
d’avantage au diagnostic clinique plutét qu’au M.B., il 
prépare ses patients au lugol et au thiouracil. L’anes- 
thésie de choix est l’ether, méthode ouverte, ]’opération 
se fait dans le plus bref délai possible. Le patient ne 
recoit pas de solutés I.-V. aprés l’opération mais plutét 
par voie rectale. Une sédation continue est maintenue 
par la morphine. Aucun des patients n’a été suivi plus 


qu’un mois aprés l’opération. - Les résultats ont. été 
pour la plupart satisfaisants. 
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ScrRIVER: COMA IN DIABETICS 


COMA IN THE DIABETIC* 


Walter deM. Scriver, B.A., M.D., 
C.M., F.R.C.P.[C.] 


Montreal, Que. 


(COMA in the diabetic is not always diabetic 

coma, yet it is surprising how frequently 
this diagnosis may be made because of failure 
to consider all of the facts of the case. While, 
from the very nature of his disease, the dia- 
betic is particularly liable to develop the ketosis 
which, should it become severe, will produce 
the so-called diabetic coma, yet, on the other 
hand, he is not immune to any of those condi- 
tions which may produce coma in the non- 
diabetic. 

At this stage it might be well to define just 
what we mean by ‘‘coma’’. Unfortunately 
there has arisen a tendency to apply this word 
to any degree of ketosis in the diabetic with- 
out reference to his clinical condition; actually 
it means a somnolent state. In the present dis- 
cussion we shall limit the use of the word to 
those conditions in which there is a severe 


depression of the sensorium, commencing with 
at least an obvious degree of clouding of the 
intellect, through the seale to the state of com- 
plete unconsciousness. 

In general, a diabetic most commonly be- 
comes comatose as a result of one of the follow- 
ing states: (1) Ketosis or true diabetic coma. 


(2) Insulin shock. (38) Cerebral accident or 
‘“‘stroke’’. (4) Infection or trauma of the 
central nervous system. (5) Drug action. 

In the child diabetic, who is notoriously un- 
stable, the two most common causes of coma 
are ketosis and insulin shock; the adult dia- 
betic is in the age period when cerebral acci- 
dents are not uncommon, and with his increased 
tendeney to arteriosclerosis, this complication 
should always be considered as a_ possible 
cause of the coma. 


The picture of the diabetic in coma due to 
ketosis is so typical that when once it has been 
seen it should never be confused with any other 
condition. He may be completely comatose, or 
may respond to stimuli, and even be restless, 
but in contrast to the picture presented by 
most other conditions of stupor his breathing 


s 


* From the Metabolism Service of the Royal Victoria 
Hospital, Montreal, presented before the Section of 
Medicine, Canadian Medical Association, Saskatoon, 
June 15, 1949. 
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is of the type originally described by Kuss- 
maul—deep and relatively slow. This so-called 
‘fair hunger’’ is a misnomer, as it is an actual 
breathing-out to eliminate carbon dioxide 
rather than breathing in to absorb oxygen. In 
talking to our students I like to describe it as 
the type of breathing they would have after 
they had run the 440-yard dash in their present 
condition of training. The colour of the pa- 
tient is usually flushed, because of the good 
oxygen intake, contrasting with the pallor 
seen in uremic coma, where Kussmaul breath- 
ing may also be present; however, if he has 
been long in ketosis, circulatory failure may be 
present and there may be cyanosis of the ex- 
tremities. The tongue has the so-called ‘‘sand- 
paper’’ appearance, dry and rough, and one 
ean literally strike a match on it; the rest of 
the tissues bear out the appearance of dehydra- 
tion. Because of this severe degree of dehydra- 
tion there is a decrease of intraocular tension 
and the eyeball feels quite soft to two finger 
palpation, like an over-ripe grape, a sign which 
is of great importance as it is present in no 
other important type of coma. 

Ketone bodies are excreted in the expired 
air and ean be recognized by their character- 
istic fruity odour. We have observed that the 
ability to perceive this odour is lacking in 
about 50% of our students; however, it is a 
great diagnostic aid to those who have this gift. 

With such a composite picture the diagnosis 
is obvious and what evidence we may obtain 
from the laboratory tests, such as the finding 
of sugar and ketone bodies in the urine, and of 
high blood sugar levels and low CO, combining 
power in the plasma, is only confirmatory. 


The treatment of this coma could take up 
another paper but, in brief, it requires large 
doses of insulin together with measures to re- 
store the water and electrolyte balance and to 
prevent hypoglycemia. 

While it may seem that I have spent con- 
siderable’ time on the presentation of the 
picture of diabetic coma, its recognition is im- 
portant; even yet we find cases of coma from 
other causes which have been diagnosed as 
diabetic coma. 


Some ten years ago we saw in the Royal 
Victoria Hospital a young child suffering from 
a permanent hemiplegia as the result of such 
a mistake in diagnosis. At his local hospital 
some months before he had been found to have 
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diabetes, which was controlled by diet and 
insulin. He returned home under this therapy 
and did fairly well until one day about noon 
time he suddenly went into a state of coma. A 
doctor was called in who, on being informed 
that the child was a diabetic, diagnosed dia- 
betic coma and ordered repeated doses of 
insulin, the proper treatment had the diagnosis 
been right. However, the child remained coma- 
tose for several days, all the while receiving 
more insulin, until he was finally re-admitted 
to hospital where the condition was diagnosed 
as insulin coma and the patient was brought 
back to consciousness by the intravenous injec- 
tion of glucose. It was unfortunate that during 
this lengthy period of hypoglycemia the child’s 
brain had suffered an irreversible injury and 
he was left with a hemiplegia. 


If one uses good clinical observation mistakes 
like this should not be made, for the pictures 
of this coma and that of ketosis are not similar 
and in many respects are in contrast. In this 
condition the colour of the patient is pale, from 
constriction of the blood vessels, the skin is 
moist and frequently visibly covered with 
sweat; the tongue is moist, respirations are not 
foreed and may be shallow, there is no ketone 
odour to the breath and the eyeball tension is 
normal. If the urine is examined it is usually 
free from sugar, though confusion may arise 
in those cases where sugar is found because of 
the presence in the bladder of urine secreted 
by the kidneys several hours before the onset 
of the coma. Ketone bodies are not present. If 
the blood sugar level be determined it will be 
found to be low, around 50 mgm. per 100 c.c. 
or even lower. If a history can be obtained it 
will be learned that the coma came on rather 
suddenly. 


The treatment is obviously to raise the blood 
sugar level, which can be done by giving 
glucose by mouth if the patient can swallow 
but preferably intravenously so that we can 
be sure that it has reached the blood stream. 
As an emergency measure, adrenalin can be 
used to inerease the blood sugar temporarily 
but glucose must be given as well before this 
effect wears off. 


Both ketosis and insulin shock are more fre- 
quent in the juvenile diabetic than they are in 
the adult, and the child will go into diabetic 
coma in a matter of hours, whereas the elderly 


diabetic usually takes several days to reach a 
truly comatose state; both adults and children 
usually have a rather sudden onset of insulin 
coma. This time factor may be of great signifi- 
cance in making the correct diagnosis. 


Illustrative of the third group was a 55 year 
old female whose diabetes, discovered six years 
previously, had been well controlled by a fixed 
diet and a daily dose of both erystalline and 
protamine zine insulin. She was apparently 
in good general condition when one morning 
about 2.00 a.m. her husband found her lying 
unconscious on the bathroom floor and she con- 
tinued in this comatose state until her admis- 
sion to the Royal Victoria Hospital the follow- 
ing midnight. At this time she was in deep 
coma, with stertorous respirations which 
changed to the Cheyne-Stokes type at times; 
her colour was flushed and the skin was 
covered with perspiration. The tension of the 
eyeballs was normal but the right pupil was 
larger than the left; neither reacted to light 
and no tendon reflexes could be elicited. No 
urine was obtained for analysis. 


This clinical picture obviously did not sug- 
gest a coma due to ketosis; but, coming on as 
it did, suddenly and in the night, it could have 
been due to hypoglycemia from the protamine 
zine insulin which she was taking. On the 
other hand the stertorous and Cheyne-Stokes 
respirations, together with the neurological 
signs and the history of sudden onset of deep 
coma, were more suggestive of a cerebral 
accident of a hemorrhagic rather than a 
thrombotic nature. However, as a precautionary 
measure 20 gm. of glucose was given intra- 
venously with no obvious clinical effect. The 
report that the admission blood sugar was 678 
mgm. per 100 c.c. and the CO, combining power 
of the plasma was at the lower limit of normal, 
furnished further confirmation for the diag- 
nosis of cerebral hemorrhage. 


A frequent mistake is to attribute the coma 
to a high blood sugar, such as was present here, 
whereas it is always the ketosis that produces 
the coma irrespective of the blood sugar level. 


The condition of the patient failed rapidly 
and she died three hours later, without regain- 
ing consciousness. At autopsy there was found 
a recent cerebral hemorrhage involving the 
right basal’ ganglia and filling all of the 
ventricles. 
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In our example of the fourth type of case 
we achieved a better result. A 75 year old 
poorly controlled male diabetic, who had taken 
insulin irregularly for some years, suddenly 
developed a painful discharging ear, began to 
vomit, then became irrational and finally coma- 
tose, all within the space of twenty-four hours. 
On his arrival in hospital, he did not respond 
to questions but resisted all attempts to move 
him. The breathing was rapid and laboured 
but not of the Kussmaul type and there was no 
distinetive odour to the breath. The tension of 
the eyeballs was normal and the skin was 
normal in colour, and moist. A trace of sugar 
was present in the urine but the test for ke- 
tone ‘bodies was negative; in the blood the 
sugar level was 171 mgm. % and the CO, com- 
bining power was within normal limits. As 
there seemed ‘to. be greater resistance to 


in this type of coma might also develop ketosis 
from failure to receive regular insulin dosage 
while in the unconscious state. 

In the cases discussed so far diabetes has al- 
ways been present. Occasionally we may meet 
a case where the patient is unconscious from 
injury to the brain either traumatic or vascu- 
lar, in which the Claude Bernard phenomenon 
causes a temporary rise of glucose in the blood, 
often sufficiently high to produce glycosuria. 
In such a condition the diagnosis of diabetic 
coma has been made but this should not happen 
if the complete clinical picture is considered 
and the absence of ketone bodies in the urine 
is noted. — 

We have at times noticed a reluctance among 
our surgical colleagues to admit that the dia- 
betiec who has suffered surgical interference 
ean ‘‘go bad’’ from anything but his diabetes ; 


TABLE I. 





DIFFERENTIAL DIAGNOSIS OF COMA IN THE DIABETIC 


Infection 











Insulin 
Sign Ketosis shock Stroke or trauma Drug 
Colour cosccsese Flushed Pale Flushed or pale Pale Variable 
Respiration ...... Kussmaul (odour) Shallow Stertor? Stertor? Shallow, slow? 





Soft Normal 
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siseovese Sandpaper Moist 
Glycosuria ....... a+ 0 or + 
KOtonuria <.cvses ee 0 


flexion of the neck than to other passive move- 
ments, a lumbar puncture was done; the spinal 
fluid so obtained had 980 cells per ¢.mm., and 
a culture yielded a pure growth of pneumo- 
coecus type 3. Mastoidectomy and antibiotic 
therapy, together with insulin and diet to con- 
trol the diabetic condition, soon brought a re- 
turn to consciousness and a good recovery. In 
this type of infection we usually need large 
doses of insulin to. control the blood sugar 
until the infection is overcome. 

As yet in our service at the Royal Victoria 


Hospital we have not met any diabetic who has - 


become comatose from drug action, but such a 
cause of coma should not be forgotten in the 
differential diagnosis, particularly now that 
barbiturates are used so freely. The picture 
should be that of the toxic effect of the drug, 
though it must not be forgotten that a diabetic 
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Normal, paresis? Normal, paresis? Normal? 
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False + 





in such cases the diagnosis of diabetic coma or 
insulin shock may be made, whereas the compli- 
cation is actually related to the surgical condi- 
tion or a preceding operation. One of our 
instructions to our interns is that in such con- 
ditions they should always have blood sugar 
and CO, capacity determinations made, no 
matter what their clinical impressions may be; 
the figures so. obtained .are often useful as 
further evidence in exonerating the diabetic 
state as the cause of the relapse. 

This would lead us further to consider the 
value of our mortality statistics if a death 
certificate lists diabetes as the primary cause 
of death instead of naming the stroke or other 
condition as the primary cause, with diabetes 
as an associated, or possible contributory, con- 
dition. 
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This has been but a brief review of the 
problem of coma in the diabetic. However, I 
have endeavoured to stress the point that if we 
make good use of our five senses we can usu- 
ally arrive at the proper diagnosis. While 
laboratory tests are often of great aid they are 
only supplementary to clinical observation and 
in some instances may actually be misleading 
in the final interpretation. 


The most common eause of a mistake in diag- 
nosis of the cause of the coma is usually the 
old one of jumping to conclusions before con- 
sidering all the evidence. 


1374 Sherbrooke St. W. 


R&sUME 

L’auteur donne 1’étiologie des différents comas ren- 
contrés chez le diabétique et insiste sur le point qu’il ne 
faut pas toujours prendre pour acquis qu’il s’agit d’un 
coma diabétique. En plus du réel coma diabétique il 
est possible de se trouver en présence d’un choc insuli- 
nique, d’un accident cérébral, d’une infection du 
systéme nerveux ou d’un coma médicamenteux. L’auteur 
passe ensuite en revue les principaux signes et symptémes 
du coma diabétique et du coma insulinique. L’expérience 
lui a montré que ces comas étaient plus fréquents chez 
l’enfant que chez l’adulte et surtout plus rapides a 
s’installer. Le diagnostic différentiel entre les différents 
comas est parfois wifficile & poser et la glycémie élevée 
peut induire le médecin dans l’erreur. I] faut toujours se 
rappeler que la cétosa et 1’acidose sont essentielles & la 
production d’un coma diabétique. L’auteur cite en 
exemple quelques observations pour illustrer les diffé- 
rents comas chez les diabétiques et conclut en signalant 
de nouveau 1’importance d’établir un diagnostic certain. 
Yves PREVOST 


THE STATUS OF RADIATION THERAPY 
IN CARCINOMA OF THE CERVIX* 


Eleanor Percival, M.D.C.M., F.R.C.S.[C.] and 
Archibald D. Campbell, M.D.C.M., F.A.CS., 
F.R.C.S.[C.], F.R.C.0.G. 


Montreal, Que. 


SINCE 1912, when Kelly first introduced 

radium to the American continent as a new 
and promising therapeutic agent in carcinoma, 
its value as a curative and palliative measure 
has been amply demonstrated in thousands of 
cases of carcinoma of the cervix. Revised tech- 
nique of deep x-ray therapy and imcreased 
knowledge of the physics of radium with greater 
care in its application, have, in: the succeeding 
36 years, very gradually improved :fesults until 


*From the Gynecological Service of the Montreal 
General Hospital. 





today some clinics report an overall salvage of 
nearly 50% of their eases. 


The series which we would like to report, com- 
prises 261 consecutive cases of primary ear- 
cinoma of the cervix treated at the Montreal 
General Hospital in the 10 year period between 
1934 and 1948. All cases have been proved his- 
tologically and are clinically arranged in four 
groups according to the Schmitz classification. 


TABLE I. 


CuinicaL GrouPING (ScHMITz) 
261 Cases (1934 To 1943) 








Clinical stage No. of cases Percentage 
Wiki axe 31 11.8% 
re 65 24.8% 
a 25s na Sey 102 39.0% 
ey 63 24.1% 





It will be noted that 63% of the cases were 
advanced when first seen, and these, for the most 
part, react. unfavourably to any treatment. 
Read*’ has shown, in an analysis of Bonney’s 
eases, that 40 to 50% of stage III cases and over 
60% of stage IV cases have lymph gland in- 
volvement — which renders an already poor 
prognosis, more grave. 


TREATMENT 


In all, except stage IV cases, treatment in- 
cludes both deep x-ray therapy and radium 
application. In the stage IV group, x-ray is 
given as a palliative measure to lessen discharge 
and bleeding. In the few cases which show an 
unexpected response, radium is applied cauti- 
ously as soon after the x-ray therapy as seems 
wise. In all other cases, radium is inserted in 
the uterus and in the cervical canal, against the 
tumour and in each lateral fornix. The radium, 
sereened in 2 mm. brass and 3 mm. rubber, is 
administered in two treatments ten days apart, 
to give a total dose which varies from 4,500 to 
6,000 milligram hours. The treatment is done 
under general anesthesia, great care being taken 
to place the radium accurately and to protect 
the rectum and bladder by tight vaginal packing 
and eatheter drainage of the bladder. The type 
of applicator used, whether or not radium is 
placed in the fornices, the proportion of uterine 
to vaginal dose, and the number of milligram 
hours, depend on the size of the tumour, width 
of the vagina, and whether one hopes to cure 
or merely palliate. In other words, the radium 
treatment is individualized. It is followed im- 
mediately by deep x-ray therapy. If difficulty 
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in locating the cervical canal is anticipated or 
if the tumour is large and infected x-ray therapy 
precedes the insertion of radium. We would 
prefer this sequence in all cases, but lack of beds 
prevents it as a routine. When radium therapy 
precedes x-ray, an antibiotic powder is insuf- 
flated into the vagina for two days before treat- 
ment to lessen infection, We believe our results 
justify its continued use. 


X-ray therapy is administered through four 
ports of 150 square centimetres. 
kilo-volts are utilized, filtered through one-half 
a eubie centimetre of copper to give a total dose 
of 1,750 to 2,250 roentgens, as measured in air. 
Lateral ports and intravaginal therapy have 
been tried and abandoned. 


RESULTS OF TREATMENT 
These 261 consecutive cases treated between 
the years 1934 and 1943 show an overall five 
vear salvage of 43.2%. 
TABLE II. 


5 YEAR RESULTS — 261 CASES 
1934 To 1943 








Relative 











No. alive 
Clinical stage No. patients 5 years cure rate 
ie dkcciheaohd i oaaae: Ee 23 74.2% 
i tas eaie's Ve 48 73.8% 
es sak .. 102 36 35.2% 
Bie ea . 68 6 9.5% 
261 113 43.2% 





In the clinical stage I group, three cases lost 
to our follow-up, are considered dead. One of 
these was free of cancer when last seen, while 
two others died from pneumonia and old age 
free of pelvic tumour. This explains the low 
salvage figure in stage I, which if corrected 
would read 83.8%. 

If we combine stages I and II and stages III 
and IV, it is clearly seen that prognosis depends 
very largely on the extent of the disease when 
first treated. 


TABLE III. 


EARLY AND LATE Group 
5 Year Resutts—261 Cases 





No. alive Percentage 
Clinical stage No. patients 5 years alive 
BE Bis ss 5. 96 (36.7%) 71 73.9% 
III. and IV..... 156 (63.2%) 42 25.4% 


Sixty-three per cent of the cases treated belong 
to the advanced group and have only a one in 
four chance of recovery. 
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Neither age nor pathological grouping appre- 
ciably alter the prognosis as will be seen in the 
next two charts. 


TaBLe IV. 


PATHOLOGICAL GROUPING 
(BrépErRs’ CLASSIFICATION) 


No. of No. alive Relative 
Classification cases Percentage 6 years cure rate 
Epidermoid..... 244 93.5% 105 43% 
Adenocarcinoma. 17 6.5% 8 47% 


The microscopic grading was made according 
to Bréders’ classification: 6.5% of the cases 
showed adenocarcinoma with a 47% salvage, 
which is higher by 4% than that of the epider- 
moid tumours. However if our whole series of 
eases from 1926 is included, there is no differ- 
ence in the two groups. 

If the cases are divided according to age, the 
relative cure rate up to 60 vears varies only 
from 40 to 50%. 











TABLE V. 
GROUPING AS TO AGE 
No. alive 
Age No. patients 5 years Percentage 

0 to 30 years.... 14 7 50.0% 
31to40 “ .... 49 20 40.0% 
Se “ ...: 8 33 44.0% 
ores @ .s.ce 41 50.0% 
eee ee cs ae 9 29.0% 
71 to 7. eg ae 3 25.0% 
261 113 43.2% 


There is a diminished salvage in patients over 
60 years of age due to death from other causes, 
rather than to lack of response to radiation. 

The ten year results of the patients treated 
from 1934 to 1938 inclusive, are shown in the 
following table. 


TaBLe VI. 


10 YEAR Resutts—134 Cases 
1934 to 1938 INCLUSIVE 








Relative 

Clinical No. of No.alive No.alive cure rate 
stage patients 5 years 10 years 10 years 
inh oan Cee 12 10 9 75.0% 
REPRE 37 27 18 48.6% 
 hiny cee 49 12 10 20.4% 
pic cba tevin te 36 6 3 8.3% 
134 55 40 29.8% 





Seven of the fifteen deaths between the 5th 
and the 10th year were due to causes other 
than carcinoma, i.e., one died from hyper- 
tension after six years free of cancer; one 
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from old age, seven years free of cancer; one 
was lost after seven years free of malignancy ; 
three died of cardiac decompensation in the 
6th, 8th, and 9th year, and one died following 
an accident, free of tumour six years after 
treatment. If these seven cases are deleted, 
6% of the eases showed recurrence of the earci- 
noma after the 5th year. Hence, if a patient is 
living and free of malignancy for five years, 
she has an 85.4% of being free of cancer at the 
end of ten years. 

Comparison. of survival figures in our two 
series of cases—namely 1926 to 1933 and 1934 
to 1943—shows a 16% inerease in the latter 
series. 


TABLE VII. 


CoMPARISON OF SURVIVALS 
1926 To 1933 AND 1934 To 1943 





Relative 





No. of No. living 
Years patients 5 years cure rate 
1926 to 1933........ 200 54 27.0% 
1934 to 1948........ 261 113 43.2% 





Though the improvement is noted in both 
the early and the late group, it is more marked 
in the latter. The 1934 to 1943 series contains 
3% more early cases than the 1926 to 1933 
series, but this is not enough to account for the 
improved salvage. We attribute the improve- 

“ment to the individualized radium treatment, 
done under the supervision of one person; to 
improve higher voltage x-ray therapy; and to 
more adequate social service follow-up of the 
patients. Before 1934 some early cases with 
no palpable parametrial involvement were 
treated with radium only. Since that time all 
cases have received a full series of x-ray treat- 
ments before or after radium therapy. 

How may we improve our results in the 
coming years? Is radical surgery the answer? 
In defence of surgery, three reasons are usu- 
ally advanced: (1) some tumours are resistant 
to radiation; (2) lymph glands do not respond 
well to x-ray therapy; and (3) radiation pro- 
duces ill-effects on nearby organs. 

It is agreed by most authorities today that 
over 80% of all cases of cervical malignancy 
must be treated by radium and x-ray—the re- 
maining 10 to 20%, the early cases, may be 
treated by either radiation or surgery. Any 
operation worth while contemplating must be 
radical, and according to Meigs? should include 
‘complete removal of all lymph channels and 
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lymph nodes, the removal of at least one-half of 
the vagina, all the parametrium, the posterior 
cul de sae, and the supporting ligaments and 
muscles of the vagina’’. This is a formidable 
procedure for most of us and to quote Meigs 
again, ‘‘it has not been proved that the surgical 
procedure is as good or better than irradiation 
which is today the treatment of choice’’. 

There is a general swing at present toward 
the radical Wertheim operation and in the 
hands of certain men the results have been 
rather satisfactory. Undoubtedly there is 
merit in any procedure which removes the 
obturator nodes, but there are few surgeons 
on this continent capable of such an heroic 
operation. It is apparent, therefore, that the 
salvage from surgery in a large group of un- 
selected patients, cannot as yet be compared 
with that of radiation therapy. 

Anyone treating carcinoma of the cervix is 
occasionally surprised and disappointed when 
an early lesion fails to show regression follow- 
ing adequate radiation or if recurrence is evi- 
dent within a few months following seemingly 
effective treatment. If these cases could be 
selected either before or early in their treat- 
ment, operation might be considered. At the 
present time, this is not possible, but in a 
recent publication, Glucksman and Way,’ by 
comparing histological sections taken on ad- 
mission and ten days after the first radium 
treatment, believe they can demonstrate resist- 
ance to radiation. Other workers,‘ by cytologi- 
cal studies done at intervals during treatment, 
are studying the effect of the gamma ray on the 
cells shed. No satisfactory conclusions have 
yet been reached. 


Since 80% of stage I, 70% of stage II, and 
50% of stage III cancers show no lymph node 
involvement, the majority of these cases can 
be cured by adequate radium and x-ray ther- 
apy. But the remaining ones, namely 20% of 
stage I, 30% of stage II, and 50% of stage III, 
which do show gland invasion, remain the 
problem. Radium effectively destroys ecarci- 
noma cells three centimetres beyond the cervix,° 
so we must depend on x-ray therapy for the 
destruction of the involved lymph nodes. 


Morton,® in a series of 86 Wertheim hyster- 
ectomies, noted that cases which had a full pre- 
operative course of deep x-ray showed four 
times as little glandular involvement as those 
which had no preoperative radiation. Schauta 
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states that when the iliac glands are involved, 
the aortic ones are also—and these are surgi- 
cally inaccessible. Besides many glands are 
so small that they are missed in the dissection. 
Among Bonney’s’ eases, treated by Wertheim 
hysterectomy, the salvage dropped from 58% 
in the uninvolved gland cases to 23% in the 
involved gland eases. Operation, therefore, 
whether by Wertheim hysterectomy or by 
lymphadenectomy, in cases showing carcino- 
matous lymph nodes, would add little to our 
total-salvage. 


Injuries to the rectum, bladder, or ureter, do 
follow radiation of carcinoma of the cervix in 
a few eases, and are very troublesome and most 
persistent. Excluding the very advanced cases 
where recto-vaginal and vesicovaginal fistulas 
occur from cancer, we have had eight such 
injuries in this series. There were two post- 
radiation bladder uleers which healed spon- 
taneously; three rectal ulcers, two of which 
had ecolostomies; one broad ligament abscess 
which was drained; and two eases of partial 
intestinal obstruction caused by inflammatory 
masses which involved the sigmoid. Six of 
these eight patients are alive and well today. 
By using intracavitary radium, and lessening 
the vaginal dose, tightly packing the vagina 
to screen the bladder and rectum, these trouble- 
some sequele can be reduced considerably and 
would seem less formidable than many which 
follow surgery. 


How then may we hope to improve our 
salvage? 

First, by education. Recent cancer campaigns 
have emphasized the necessity of early diagnosis 
which is of primary importance; but they have 
increased the fear that any but the very early 
ease is incurable. By publicizing the fact that 
cancer of the cervix, adequately treated, has a 
very fair prognosis, some of the fear of cancer 
would be lessened. 


Secondly, more hospital beds should be set 
aside for carcinoma cases—so that patients 
could, if necessary, be hospitalized for their 
entire treatment, Adequate nursing care, should 
vomiting or diarrhea follow radiation, would 
mean a great deal to these women, No delay 
in admission to hospital of either suspected or 
frank carcinoma cases should occur. Miller® 
has shown that the prognosis is adversely af- 
fected by 16 to 20% for every month’s delay in 
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treatment, after the appearance of the first 
untoward symptom. 

Thirdly, tumours resistant to radiation should 
be selected for surgery, by further study of cell 
response to the gamma ray, on histological and 
cytological grounds. The clinical results in these 
cases, when surgically treated by master sur- 
geons, should be further studied. 


Fourthly, the effect of higher voltage x-ray, 


-and of the newer isotopes on the cancer cell, may 


do much to increase the survival rate. 


And lastly, whether the treatment be radio- 
logical or surgical, it should be carried out by 
those who realize that both the surgeon’s knife 
and the gamma ray of radium and x-ray are 
instruments possible of great good but also of 
equal harm. Lord Moynihan® has said, ‘‘The 
surgeon’s knife in highly trained hands is an 
instrument of great delicacy but it cannot always 
distinguish between healthy and diseased tissues. 
Radium is an instrument of far greater delicacy 
because its action is selective, that is to say, it 
acts differently upon diseased and healthy tis- 
sues, killing one and leaving the other.’’ 


SUMMARY 


1. A series of 261 cases of carcinoma of the 
cervix treated from 1934 to 19438 with radium 
and deep x-ray therapy, show a 43.2% salvage. 
This is an increase of 16% over a similar series 
treated from 1926 to 1933. 

2. Failures occur in cases with gland involve- 
ment, and in a few insensitive to radiation. 
These cannot be selected before or even during 
treatment today. 

3. Trauma from radiation can be minimized 
by individualization of radium treatment and 
by careful judgment, 


4, Continued use of radium and x-ray rather 
than spectacular but debilitating surgery, would 
seem to offer best prospects for the patient with 
cervical carcinoma. 
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THE PROBLEM OF SPECIFIC THERAPY 
IN CARDIOVASCULAR SYPHILIS* 


R. Roy Forsey, M.D., F.R.C.P.[C.] 
Montreal, Que. 


IN recent years there has been a decline in the 

occurrence of early syphilis but it is too early 
for this decline to be reflected on the late mani- 
festations of the disease. The incidence of 
cardiovascular syphilis remains at its surpris- 
ingly high level. Brunsgaard' reviewed the 
status of 473 patients with untreated syphilis 
who had had the infection for from 10 to 40 
years. Of these, about 10% developed definite 
clinical evidence of cardiovascular syphilis. In 
the Johns Hopkins? material a similar incidence 
in 6,000 patients with late syphilis was found. 
It is further estimated that from 5 to 10% of all 
clinically recognized. cardiovascular disease is 
due to syphilis. 


There is still doubt in the minds of many 
clinicians and syphilologists as to the efficacy 
of specific therapy in aortic regurgitation and 
aneurysm.; The Johns Hopkins group’? haye 
shown fairly conclusively, in the pre-penicillin 
era, that treatment not only gave symptomatic 
relief but that it prolonged life materially. 
Reader and his group® have shown that the 
prognosis of aortic insufficiency is far from 
hopeless. 


Prior to the advent of penicillin the treat- 
ment of cardiovascular syphilis was well 
established and accepted. The general princi- 
ples of specific therapy were laid down by 
Moore as follows: 


1. Treat the heart first. If decompensation is present 
it should be treated before attempting to treat the 
syphilis. 

2. Avoid even minor treatment reactions if possible. 
Use arsenicals in small doses to prevent nausea and 
vomiting which might produce a further strain in a 
precarious situation. 

3. Avoid therapeutic shock—the Jarisch-Herxheimer 
reaction. Begin therapy with iodides and bismuth 
preparation. 

4. Avoid therapeutic paradox—continue preparation 
with iodides and bismuth for 8 to 12 weeks before at- 
tempting arsenical therapy. 


The Jarisch-Herxheimer reaction is said to 
be due to sudden destruction of large numbers 


of spirochetes and the liberation and absorp- 
tion of their proteins and endotoxins; although 


* Read before Lafleur Reporting Society, October 18, 
1949, 

Department of Dermatology and Syphilology, Mon- 
treal General Hospital. 
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in recent years there is some evidence to doubt 
this theory. The reaction is characterized by 
a general constitutional reaction with fever, 
malaise and an increase of edema and inflam- 
mation at the site of the lesion. Histologically, 
these changes consist of congestion, cedema, 
alteration of the vascular endothelium and 
acute inflammatory cell infiltration; and are 
strictly confined to the syphilitic lesion. These 
findings have been reported‘ in cardiovascular 
syphilis as well as in early syphilis. This re- 
action may be alarming to the patient and to 
the inexperienced physician but it is of no 
consequence except in cardiovascular, laryn- 
geal and some eases of cerebro-spinal syphilis. 

In eardiovascular syphilis, if the area about 
the coronary ostia is involved, the cdema pro- 
duced may cause complete coronary occlusion. 
In aortitis, with or without aneurysm, the wall 
may be so weakened by the reaction that 
rupture will occur. In laryngeal syphilis the 
cedema may produce a complete obstruction in 
the vital airway, while in paresis or in near- 
paresis the reaction may push a manageable 
patient into a wild psychotic state. 

Therapeutic shock may ;be minimized or 
avoided by either (1) thorough preparation 
with potassium iodide and bismuth, or (2) by 
initiating treatment with small doses of an 
arsenical and increasing slowly. 

The therapeutic paradox was first described 
by Wile® who drew attention to the fact that in 
certain patients with cardiovascular syphilis 
with previous adequate compensation, treat- 
ment resulted in an initial period of symp- 
tomatic improvement which was followed by 
the sudden appearance of congestive failure. 
This is thought to be due;:to the too-rapid 
healing of syphilitic inflammatory tissue which 
is replaced by contractile scar with the result 
that the lesion is pathologically better but 
physiologically worse. Wile. felt that in practi- 
cally all cases the myocardium was involved 
and intensive therapy with resultant scar 
formation leaves no time for compensatory 
hypertrophy and thus decompensation occurs. 
The incidence of this reaction is not known and 
its occurrence is doubted .by many. In any 


event, it is easily prevented by a preparatory 
course of the iodide of potassium and bismuth. 

Thus, the principles of treatment of cardio- 
yaseular syphilis were laid.down and followed 
It was soon 


up to the advent of penicillin, 
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learned that penicillin was an active and rapid 
spirocheticide and its place in the treatment 
of early syphilis was soon established. It was 
inevitable as supplies became more available 
that this new agent would be tried in all forms 
of syphilis. Syphilologists looked to the 
principles laid down for treatment of cardio- 
vascular syphilis. Immediate minor reactions, 
such as nausea and vomiting, did not occur 


with this drug. The Jarisch-Herxheimer re--- 


action was found to occur in from 55 to 75%° 
of early syphilis treated with penicillin and in 
25% of eases of late syphilis.’ 

Thus the old fear of therapeutic shock and 
of therapeutic paradox were expressed and 
caution was dictated.’ Experiments were set 
up in an attempt to avoid shock by beginning 
with low dosage and increasing gradually. It 
was shown? that unless the dosage was reduced 
to below 10 units per kilo, reactions occurred 
and furthermore even then when the dosage 
was increased, a late or multiple Herxheimer 
frequently occurred. 

The fear of disaster was supported by early 
reports of reactions following treatment. Dolk- 
hart and Schwemlein’ described two cases of 
syphilitic aortitis in which they were forced to 
discontinue treatment because of the develop- 
ment of precordial pain. Calloway™ and his 
group reported the rupture of an aortic cusp 
several weeks after penicillin therapy, as a pos- 
sible example of therapeutic paradox. Moore’ 
reports sudden death in a paretie with asso- 
ciated aortitis on the fourth day of treatment 
with combined malaria and penicillin. At the 
post-mortem the aorta showed several areas of 
large fresh hemorrhage in the_ syphilitic 
plaque. Maxwell™® reported sudden death in 
a forty-four year old white male who was re- 
ceiving penicillin for meningococcal meningi- 
tis, 48 hours after the onset of treatment. 
Post-mortem revealed a rupture of the aorta 
through one of the syphilitic plaques in. the 
arch. 

At the same time, with the universal usage 
of penicillin, more and more cases were found 
which had received penicillin for other condi- 
tions and were later found to have ecardio- 
vaseular syphilis as well. The reported re- 
actions were so few that many investigators 
took courage and began treatment using peni- 
cillin without preparation. I have been able to 
find five reported series giving a combined 
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total of 161 eases. 1*15to17 These are sum- 


marized in Table I. 


TABLE I. 
PENICILLIN IN CARDIOVASCULAR SYPHILIS 





Number 
of cases 


Reaction to treatment 


Author Febrile Symptomatic 


Russek et al.14 
Hill? 2 no untoward reaction 
Tucker and Farmer!5... . 2 
Edeiken et al.16 7 2 

no untoward reaction 


12 5 

Critical analysis of these reports reveals that 
many of the cases are diagnosed aortitis, a 
notoriously difficult clinical diagnosis to make. 
Furthermore, in some of these reports there is 
no specific mention of fever. In practically all 
the reports a large percentage have received 
at least some therapy in the past, although for 
the most part none in the three pre-treatment 
months. If we consider only syphilitic aortic 
insufficiency and aneurysm, where the diag- 
nosis is most accurate, and if we eliminate all 
cases who have had any previous therapy at 
any time, the 161 cases are reduced to 36. 
These are summarized in Table II. 


TABLE II. 


“Virain’”’ Cases TREATED WITH PENICILLIN 


Aortic 
insufficiency 


Aortic 


Author aneurysm 


Russek e al 





’ Tucker and Farmer 18 


Flaum and Thomas € 


25 

Note: Edeiken et al. have treated 10 ‘‘virgin’’ cases 
but they do not specify if these were cases of aortitis 
or not. 

Many of these cases received mercurial 
diuretics for the treatment of the failure and 
one can only speculate as to whether or not 
the mercurial might have a specific effect and 
accomplish the same results as we would expect 
from bismuth. 


In these reports there were no cases of 
serious reaction and in no cases was it neces- 
sary to discontinue therapy. Furthermore the 
presence of decompensation did not seem to be 
any contra-indication for penicillin. However, 
almost all the authors emphasized that the 
figures are too small and the follow-up too 
short for any definite conclusions. There has 
been sufficient follow-up in only one series, 
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Tucker and Thomas,’ to comment on the ef- 
ficacy of penicillin in these conditions. They 
conclude : 


‘*No conelusions can be drawn at this time concern- 
ing the eventual outcome of patients with cardiovascular 
syphilis to whom penicillin has been administered. The 
periods of observation after treatment are all less than 
four years. The number of patients with aneurysms is 
too small to be of statistical value. Of the patients with 
aortic regurgitation who were in cardiac failure prior to 
treatment, no significant improvement in cardiac status 
was. observed as a result of the administration of peni- 
cillin. It would appear as though the natural course of 
the disease, at least for the first four years, is not 
greatly affected by administration of penicillin.’ 


Thus, in conclusion, we have a powerful drug 
which is definitely known to produce thera- 
peutic shock in a large percentage of cases. 
It is also a drug which will produce rapid 
healing with a resultant sear. The dangers of 
intensive treatment have been laid down on 
sound physiological and pathological grounds 
and yet the evidence to date would seem to 
indicate that these dangers have been over- 
emphasized. It is obviously too early to draw 
any definite conclusions. However, until the 
value of penicillin therapy alone is shown to 
be superior in terms of reduction of symptoms 
and increased survival than when time is taken 
for adequate preparation, the risk, no matter 
how slight, is not justified except as a purely 
experimental problem. 


REFERENCES 
P Depa, E.: Arch. f. Dermat. u. Syph., 157: 309, 


Moors, J. E.: The Modern Treatment of Syphilis, 
Cc. Thomas Co., -— ek p. 280, 1944. 
, READER, G. G., Romo, Ee WEB ar B. AND Mc- 
DERMOTT, W.: Ann. Int. Mea. 27: 584, 1947. 
SHELDON, W. H. AND HEYMAN, A.: Am. J. Syph., 
Gonor. & Ven. Dis., 33: 213, 1949. 
WILE, U. J.: Am. J. M. Sc., 164: 415, 1922. 
Moore, J. E.: J. A. M. A., 126: 66, 1944. 
HILL, W. R.: New England J. Med., 235: 919, 1946. 
wae! J.: Bull. Rapid Treatment Centers, 2: 12, 
9 
. FARMER, T. W.: The Jarisch-Herxheimer Reaction in 
Early Syphilis Treated with Crystalline Penicillin 
G. Recent Advances in the Study of Venereal Dis- 
ease—A. ree U.S.P.H. Service, p. 131, 1948. 
10. DoLKART, R. E. AND SCHWEMLEIN, G. X.: J. A. "M. Bis; 


129: 515, 1945. 
33. CALLAWAY, J. La, Noosin, R. O., FLOWER, A. * oe 
yp 


KuHN, B. H. AND RILEY, K. A.: Am. Jd. 
> é& Ven. Dis., 30: 110, 1946. 

12. MoorE E.: Penicillin in Syphilis, Cc. C. Thomas, 
Shringiteld, Ill., p. 57, 1946. 

13. MAXWELL, R. W.: Cardiovascular Herxheimer Re- 
action or Coincidence?—Recent Advnces in the 
Study of Venereal Disease—A Symposium, U.S.P.H. 
Service, p. 332, 1948. 

14. Russek, H. IL, CUTLER, J. C., FROMER, S. AND 
ZOHMAN, B. L.: Ann. Int. Med., 25: 957, 1946. 

15. Tucker, H. A. AND FARMER, T. W.: Arch. Int. Med., 
80: 322, 1947. 

16. EDEIKEN, J., FAL M. S. 
J. M. ‘Se., 219: 475, 1949. 

RY. ae G. AND THOMAS, E. W.: Am. Heart J., 38: 361, 


~ wo we 


7 OMI 


AND STERGER, H. P.: Am. 


1414 Drummond 8t., Montreal. 


COTO 





THE PRINCIPAL PATTERNS OF 
CARDIAC PAIN RELATED TO ARTERIO- 
SCLEROTIC CORONARY ARTERY 
DISEASE* 


Harold N. Segall, M.D., F.A.C.P. 
Montreal, Que. 


HE term ‘‘angina pectoris’’ for which we now 

substitute ‘‘cardiae pain’! was coined by 
William Heberden, a learned man, who was a 
great student and teacher of clinical medicine. 
William Heberden was born in 1710 and died 
at the age of 91. He began to practise medi- 
cine at the age of 38; he wrote bed-side notes 
faithfully and wrote them in Latin. Moreover, 
it was his habit to review his clinical notes once 
a month. We may now imagine that in 1768 
he decided that he had seen enough eases of 
“‘a certain disorder of the breast’’ to justify 
his speaking about the subject at the Royal 
College of Physicians. Accordingly, on July 
21, 1768, he delivered a paper* which has since 
become famous. In it he states that he had 
seen at least twenty such eases, but that he had 
not yet observed one at autopsy and added that 
he had no adequate idea as to the pathological 
changes underlying the symptoms. Heberden 
probably did his clinical thinking, as well as 
his writing, in Latin and it is conceivable that 
if he had known the heart to be the source of 
the symptoms he would have coined a term 
such as ‘‘dolor cordis’’. At present, the term 
eardiaec pain is more specific than ‘‘angina 
pectoris’’, especially since we now recognize a 
greater variety of types of cardiac pain than 
can be ineluded in the term ‘‘angina pectoris”’ 
which means a sense of strangling. 


The concept that the coronary arteries are 
directly related to cardiae pain had a stormy 
course in the 134 years between William 
Jenner’s? observation of a thrombus in a 
coronary artery of a man who had died of so- 
ealled ‘‘angina pectoris’, and James B. 
Herrick’s demonstration that coronary throm- 
bosis may be diagnosed elinically, and that the 
patient may recover from the effects of such 
a lesion. Strongly supported by the develop- 
ment of electrocardiography, Herrick’s teach- 


* Read before the Eightieth Annual Meeting of the 
Canadian Medical Association, Section of Medicine, 
Saskatoon, June 16, 1949. 

From the Departments of Medicine, McGill Univer: 
sity, Montreal General Hospital and Jewish General 
Hospital. 
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ing became effective and, when I began my 
special studies and interest in cardiovascular 
disease in 1920, coronary thrombosis was be- 
ginning to be the popular diagnosis that it has 
since become. During the past 22 years in the 
eourse of clinical activities in Montreal, I have 
been privileged to observe and study some 
1,400 cases of cardiae pain. The clinical notes 
of the first 549 of these cases were subjected to 
statistical analysis with the aid of the punch 
eard system in 1939.5 The present communica- 
tion is concerned with some lessons learned from 
this clinical experience. 

The quality, the site of maximum intensity 
and the radiation of cardiac pain do not appear 
to be significant factors in differentiating the 
three principal patterns we propose to describe. 
The duration of the pain is one, and the 
presence or absence of a trigger mechanism is 
the second of the two features which guide our 
thoughts in evaluating the significance of the 
pain. 

The quality of the pain varies and usually 
patients find it difficult to describe. The pain 


is usually felt under a portion of the sternum 


and, to describe it, patients use a variety of 
adjectives; some of these are: ‘‘a sense of 
weight,’’ ‘‘pressure,’’ ‘‘pressing,’’ ‘‘squeez- 
ing,’’ ‘‘load on the chest,’’ ‘‘burning,’’ ‘‘full- 
ness,’’ ‘‘constriction as in a vice,’’ ‘‘a sensation 
as though the contents of the chest were too 
large for the size of the cavity,’’ or ‘‘as though 
an umbrella suddenly sprang open within the 
chest’’. The pain is more apt to be associated 
with aching in the left than in the right arm, and 
sometimes both are affected. Sometimes there 
is aching also in the interseapular region or in 
the lower jaw. Occasionally, but not as fre- 
quently as one would gather from the usual 
textbook description, there is also a sense of 
‘‘choking’”’ or ‘‘strangling’’. Rarely, the dis- 
eomfort is only in the upper part of the ab- 
domen or consists simply of shortness of breath. 
Very frequently there is some sweating over 
the head, neck and chest and this is the more 
profuse, the longer and the more intense the 
pain. When the pain is of the brief variety, 
belching tends to occur as the pain clears away. 


Having thus described the quality, the 
situation and radiation of cardiac pain, we 
now turn to those features by which we may 
distinguish mild, moderate and. severe degrees 
of illness. In the mild type for which we 
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propose the name ‘‘chronic’’, the pain is brief, 
and it is initiated most commonly by walking 
outdoors, not by mere walking alone nor by 
any general type of exertion. The patient in- 
variably asks, ‘‘why is it that I can walk and 
work all day, as I do in the factory, without 
any discomfort, but after walking for only 2 
or 3 minutes outdoors I am stopped by the 
pain?’’ The pain comes on more readily if the 
patient walks soon after eating, or in cold 
weather, or against a wind, or uphill, or if he 
hurries. Indeed, the sense of hurry even while 
the person is seated in a vehicle may initiate 
the pain, and other acute emotional disturb- 
ances may also function as trigger mechanisms. 
In a small number of cases, the second wind 
phenomenon manifests itself. This was de- 
seribed first in 1772 by an anonymous phy- 
sician,* who wrote to Heberden about his 
symptoms and was given its name and dis- - 
eussed more fully by Wenckebach® in 1924: 
neither textbooks of medicine nor some of the 
most modern monographs on heart disease 
mention it. The patient notices that after 
having recovered from the pain, which ap- 
peared a few minutes after beginning to walk, 
he can then walk for hours continuously with- 
out experiencing any recurrence of pain. In 
most patients, however, the pain recurs every 
few minutes and can be postponed somewhat 
only by walking slowly. Whatever the trigger 
mechanism which initiates it, the pain is brief 
(one to five minutes) in this pattern of chronic 
coronary artery disease, and is relieved or even 
aborted by nitroglycerine. 

In the subacute type the pattern consists of 
pain which is less brief (five to fifteen minutes) 
than in the ¢hronic, and it occurs for no ap- 
parent reason ; there is no obvious trigger 
mechanism. The patient who has been subject 
to the chronic type will come to his physician 
and declare he was surprised to experience the 
pain for no apparent reason while he was at 
rest and may, indeed, have been wakened from 
sleep by it. He will add that nitroglycerine 
did not relieve him of the pain as promptly as 
usual. When we have had the opportunity of 
recording an electrocardiogram during pain of 
the subacute type, the record revealed depres- 
sion of S-T segments in standard leads 1 and 
2, but this abnormality disappeared and the 
record became what it was previously in about 
twenty minutes to several hours; the reversible 
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effect was never longer than a day in becoming 
established. 


Finally, what we name the acute type pre- 
sents the pattern of the familiar clinical picture 
which is commonly ealled coronary artery oc- 
elusion with myocardial infarction. The pain 
comes on for no apparent reason, usually at 
rest; it is of long duration, several hours, usu- 
ally 2 to-4 hours; nitroglycerine has no effect 
on it and only a strong sedative, such as 
morphine, can afford some relief; in some cases 
shock ensues and these usually terminate 
fatally. 


The main new lesson we have learned from 
the study of our elinical experience concerns 
the significance of the subacute type. Though 
the pain is less brief than that of the chronie, it 
is very much shorter than that of the acute and 
as it leaves no trace of a myocardial lesion, and 
no residual impairment in eardiae function, the 
only effect it has on a sensitive patient is to 
initiate anxiety or to inerease that which 
already existed. The optimistic patient would 
tend to ignore at least the first few of these 
new episodes of pain, which occur at rest and 
for no apparent reason. He would tend to 
class them with those of the chronic type, 
which he may have been experiencing for many 
years. The optimistic physician (and, of course 
there is no greater optimist than an internist 
who specializes in cardiology), would tend to 
agree with this patient and offer him reassur- 
anee. This is what I used to do. On more 
than several occasions I was shocked to learn 
that such a man to whom I spoke reassuringly 
on Tuesday, developed acute coronary disease 
five or ten days later, or died suddenly while at 
the theatre, or at work. From the study of our 
experience it was learned that the subacute 
type is equivalent, in many instances, to the 
prodromal symptoms of coronary occlusion 
with myocardial infarction. In the other cases, 
after several episodes of cardiac pain at rest, 
the patient reverts to what he was before; 
namely, he has pain which occurs only when 
initiated by an obvious trigger mechanism. In 
those who do develop the acute type, this usu- 
ally oceurs within two weeks after the first 
pain of the subacute variety. Now, I do not 
speak sweet words of reassurance to such a 
man, but advise or urge or order, according to 
the nature of person, at least two weeks of rest 
at home on a convalescent regimen. In answer 
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to the question, ‘‘how long will I have to stay 
home?’’, the patient is told he will do well to 
remain at rest until two weeks have elapsed 
without any recurrence of pain. Of course, he 
is advised to use nitroglycerine for the relief 
of the pain and morphine sulphate gr. 14 or 
pantopon gr, 1/3 is prescribed to be taken if 
the pain lasts 5 or 10 minutes in spite of treat- 
ment with one or two tablets of nitroglycerine. 
Such pain should also cause the patient to eall 
for his physician. Those who have good luck 
do not develop the acute form. It is doubtful 
whether our treatment with aminophyllin or 
with papaverine or with atropine or dicou- 
merol, all in adequately large doses, have had 
any effect in preventing the development of 
acute coronary artery disease after the sub- 
acute variety has declared itself. 

When a patient presents himself with symp- 
toms of the chronic type, 1.e., brief pain induced 
by a trigger mechanism which first appeared 
that day or only a few days previously, it is 
necessary to think of him as a candidate for 
chronic, subacute, or acute coronary artery 
disease. He should be taken out of general 
circulation, 7.e., he should be on a convalescent 
regimen at home for a fortnight. If, during 
this time, he remains free from pain then he 
may resume his usual activities, preferably 
avoiding heavy or hurried exertion and espe- 
cially those conditions which constitute the 
trigger mechanism in his case. He should be 
given tablets of nitroglycerin gr. 1/100 and 
assured he may take as many as he wishes of 
these during the day, even as many as 20 or 30, 
without ill effects provided they are taken 
singly, or in twos at intervals of about ten 
minutes or longer. The nitroglycerine should 
be placed under the tongue when the pain 
threatens to begin; he should not wait until the 
pain is well developed. Indeed, the pain may 
be prevented or aborted by taking a pill just 
before performing the activity which acts as 
a trigger mechanism, such as walking outdoors 
from home to street car. With this advice the 
patient is launched on his career‘ of ‘éhronic 
coronary artery disease which may last for 
many years during which he remains a candi- 
date for the subacute and acute types. He 
should be told of the significance of pain oc- 
curring at rest and for no apparent reason, and 
advised to consult his physician promptly if 
this should happen. 


344 EARN 


The pathological physiology of coronary dis- 
ease, which explains the mechanism of each of 
these three patterns, may be briefly summarized 
in terms of the present, imperfect state of our 
knowledge in this field. The chronie type 
represents impairment in balance of coronary 
circulation due to arteriosclerotiec stenosis of 
coronary arteries; but this imbalance is quickly 
reversible by reflex nervous effects and/or by 
the action of hormones. The subacute variety 
represents the sudden development of new 
disease such as hemorrhage into an arterio- 
selerotic plaque. At such a site a thrombus 
may or may not form; if it does, then acute 
coronary artery disease, occlusion of the artery 
with myocardial infarction develops. 

Thus, a patient with any one of the three 
types is a candidate for the other two, or on 
the other hand, in terms of the good optimist, 
a satisfactory balance of coronary circulation 
may be established by adequate collateral 
circulation, and the patient may become free 
of symptoms for long periods of time. We are 
all candidates for coronary artery disease, and 
the selection is not by popular vote, but by 
processes as yet unknown which are within 
the range of possible discovery by human effort. 


SUMMARY 

Three principal patterns of coronary artery 
disease, chronic, subacute and acute, are de- 
seribed. The duration of ‘‘pain’’ and the 
presence or absence of a trigger mechanism 
form the main criteria for distinguishing one 
from the other. A patient who has one type 
may very likely have had one or both of the 
other two in the past, or develop them in the 
future. The subacute type has special signifi- 
cance because it frequently represents the 
prodromal stage, preceding acute coronary 
artery disease. The second wind phenomenon 
associated with the chronic type is described. 
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EVALUATION OF VAGINAL CYTOLOGIC 
SMEARS IN THE DIAGNOSIS OF 
UTERINE CANCER* 


A. A. Earn, M.D., M.Sc.(Med.)+ and 
D. W. Penner, B.A., M.D.+ 


Winnipeg, Man. 


HE present voluminous literature on the 

subject of cytologic smears has fairly well 
defined the diagnostic accuracy of vaginal 
smears. It has also suggested the incidence of 
uterine carcinoma in various groups of females. 
Most reports are based upon percentages that 
inelude all types of uterine cancers. The Boston 
Conference? in 1948 surveyed work from 15 
centres which included 22,760 eases. The false 
positive error (incorrectly diagnosed as cancer) 
in this group was 1.1% with an average varia- 
tion of 0.7 to 2.3%. The false negative error 
(incorrectly diagnosed as the absence of cancer 
in eases of proved cancer) was 11.6% with a 
variation from 0 to 30%. The incidence of 
symptomless cases varied between centres. Free- 
mont-Smith et al.° report 13 symptomless cases 
in a screening of 5,621 patients. Scheffey and 
Rakoff'* report one symptomless case in a similar 
series of 5,000 cases. In addition they found 
5 eases showing clinical lesions. Gates and 
Warren’ give an incidence of 0.29% symptom- 
less cases in their routine survey of 5,000 pa- 
tients. Lombard et al.'° estimate there would be 
one to two symptomless cases in every 500 
sereened routinely. Papanicolaou’® gives a 
similar figure. This investigation was under- 
taken to assess the value of vaginal smears as 
an aid to diagnosis, and their value for mass 
population surveys in the Province of Manitoba. 


CLINICAL MATERIAL INVESTIGATED 


The subjects used were obtained from hos- 
pital outpatients, ward patients and private pa- 
tients of staff gynecologists of the Winnipeg 
General Hospital. Routine smears were taken 
on all patients attending the outdoor clinic and 
on ward admissions. The reasons for seeking 
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examination were vaginal discharge or abnormal 
bleeding, post-abortal follow up, prolapse, retro- 
version, and menopausal symptoms. Their ages 
varied from 25 to 75. The majority were be- 
tween 40 and 60 years of age. Eighty-six cases 
were those reporting as a follow-up after radia- 
tion therapy for cervical carcinoma, or radium 
and hysterectomy for endometrial cancer. The 
longest period any such patient was followed by 
smears was two years, and seen two to six times. 


TECHNIQUE 


The initial method of collecting uterine cells to pre- 
pare smears was by means of a pipette aspiration of 
vaginal fluid from the posterior fornix of the vagina, 
as described by Papanicolaou.14 Many of the initial 
slides were not suitable for interpretation. The method 
of collection was changed to cervical scraping by means 


Fig. 5--tbevtinel- scraping ‘Seatiating many tyteioaa eiteria for cancer. 


abnormalities of chromatin content, enlargement of the nucleolus, thickening of nuclear 
membrane, increase of nuclear cytoplasmic ratio and nucleolar ratio, and anisocytosis. 





H and E stain. 
cervix. 





EARN AND PENNER: 


UTERINE CANCER 345 


of a spatula,3 with or without an aspiration or ap- 
plicator smear from the endocervical canal. The number 
of slides not suitable for interpretation was reduced to 
2%. The majority of the scrapings were taken by one 
of us (A.A.E.). At least two slides were prepared 
from each patient. Single smears were made from a 
vault scraping of the vagina in those cases yaa the 
entire uterus had been previously excised. At first the 
fixation and staining of the smears was salina ac- 
cording to the technique recommended by Papanicolaou.14 
Subsequently, the smears were wet fixed with or without 
air drying followed by hematoxylin and eosin staining. 
In this investigation no diagnosis of cancer was made 
unless multiple tumour cells were present and many of 
the eytologic criteria (Fig. 1) were fulfilled. 


DIFFICULIIES IN CYTOLOGIC DIAGNOSIS 
The wide range of normal and abnormal 
uterine cytology is affected by a number of 
factors. The various criteria for cellular diag- 
nosis have been adequately described else- 


Note the 


x 400. W.G.H. 1048 V.S. This was from a grade 2 carcinoma of the 
Fig. 2.—Squamous carcinoma cell in a cervical scraping. Compare with normal 


superficial squamous cell below, faintly outlined. x 400. W.G.H. 1079 V.S. Biopsy showed 


infiltrating epidermoid cervical carcinoma grade 2. 
x 400. W.G.H. 1150 V.S. Biopsy showed infiltrating 
Fig. 4.—Routine cervical scraping showing carcinoma cells in 
Note nuclear variation in size and shape. 


phagocytic cancer in a cervical smear. 
epidermoid carcinoma, 
a clinically normal cervix. 


V.S. Serial section of cervix showed non-infiltrating carcinoma. 


Fig. 3.—Bizarre tadpole type of 


x 400. W.G.H. 774 
Fig. 5.—Foreign body 


giant cells, post radiation. - Origin unexplained. x 400. W.G.H. 812 V.S. Pig. 6.—Tumour 


giant cell in a smear from a case of stage 2 infiltrating carcinoma of the cervix. 


Note 


the extreme proportion of the multilobed, irregular nucleus compared to the scanty ‘cyto- 


plasm and the size of the accompanying erythrocytes. 
There is no increase in the nucleolar nuclear ratio 


Cervical smear showing atypical cells. 


and the nuclei are regular with chromatin too fine for a diagnosis of carcinoma. 


x 400. W.G.H. 1048 V.S. Fig. Vie 
x 400. 


W.G.H. 1127 V.S. Case proved to be a large non-malignant endometrial polyp. Fig. 8.— 


Problem cell in diagnosis, 


This is an atypical cell because of the large nucleus. 


A definite 


diagnosis of cancer cannot be made due to the fine chromatin with the small nucleoli. 


x 400. 





W.G.H. 1127 V.S. Case proved to be a large non-malignant endometrial polyp. 
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where.® * 74 Well differentiated epidermoid 
carcinomas (Fig. 2) and eases in which bizarre 
eancer cells (Fig. 3) are found usually offer 
no diagnostic problem. In most series re- 
ported” 5 ® 16 the incidence of false negatives 
and false positives is considerably higher in 
corpus carcinoma than in cervical eancer. Endo- 
metrial carcinoma is therefore a greater diag- 
nostic problem. The cytologic criteria for non- 
invasive cancer are the same as for the invasive 
types, whether in tissue section or in vaginal 
smears (Fig. 4). 

Among the definite factors modifying cyto- 
logic appearances are chronic inflammation, 
diminishing or therapeutic estrogen activity, 
abortions and radiation. Trophoblastic cells 
from eases of abortion may be detected in 
smears and can be mistaken for tumour cells. 
Radiation produces distortion and death in 
normal epithelium and in eaneer eells. Num- 
bers of foreign body giant cells (Fig. 5) often 
develop after radiation but are distinguishable 
from tumour giant cells (Fig. 6). Sometimes 
atypical cellular changes are found with no 
apparent cause. 


RESULTS 
A period of training is required to give 
reasonable competence. During six months 
200 cases were studied. Following this period 
545 cases were investigated. The interpretation 
time for each smear required up to 40 minutes 
with an average of 20 minutes. 


Correct positive diagnoses were made in 23 
eases (19 of the cervix and 4 of the corpus). 
Histologic section confirmed each case. Symp- 
tomless carcinoma was diagnosed once by 
means of vaginal smears, and proved to be non- 
invasive carcinoma of the cervix on tissue sec- 
tion. The other 22 cases had visible lesions 
and/or symptoms. 


False negative diagnoses were made 4 times. 
These occurred in advanced histologically 
proved cases of cervical carcinoma. They had 
received palliative radiation therapy. Repeat 
smears remained incorrectly negative. The 
added factors of necrosis and infection made 
positive smears less likely. No definite false 
positive diagnosis was made. In one ease, a 
report of ‘‘highly suspicious for carcinoma’’ 
was suggested (Figs. 7 and 8). This occurred 
in a case of an endometrial polyp, subsequently 
shown to be non-malignant. Nine requests were 


EARN AND PENNER: UTERINE CANCER 


Canad. M.A. J. 
April 1950, vol. 62 


received to rule out clinical suspicions of earci- 
noma. Vaginal smears and biopsies from each 
ease did not reveal carcinoma to date. 


DISCUSSION 

The present results may be used as a basis 
for a consideration, firstly, of the reliability of 
vaginal smears as a diagnostic procedure, and 
secondly, of the feasibility of applying the pro- 
cedure in mass population surveys. 

The results reported above indicate that in 
the majority of eases, diagnosis by the use of 
smear technique has almost the same reliability 
as that achieved by taking a biopsy. This is in 
agreement with the findings of Ruth Graham 
et al." However, it was only true after technical 
proficiency and experience had been acquired. 
In common with other workers, it was found 
that the reliability was increased by direct 
spatula scrapings of the cervix. The results 
also confirm the experience of other centres, that 
it requires 6 to 12 months’ intensive training and 
constant use before a cytologist can be con- 
sidered reliable.* *° 

Granted that the technical aspects are satis- 
factory and that the cytologist is well trained, 
errors may still arise. These are of two types, 
the false negative (not being able to demonstrate 
the presence of cancer in a smear when it exists 
in the patient as proved on biopsy) and the 
false positive (not being able to confirm cancer 
in a biopsy when it is thought to be present in 
a smear). False negatives in this series were 
only encountered in far advanced carcinoma of 
the cervix, easily proved on biopsy. The lack 
of more false negatives may be partially at- 
tributed to the fact that many of the cases were 
moderately well advanced. However, in other 
series, false negatives have been reported from 
2.5° to 10.5%* of the cervix, and from 16.6° to 
26.5%° of the uterine body. False positives are 
diagnosed in 1.1% (average) of most series,” 
with the figure based upon the total cases ex- 
amined. None were encountered in the. present 
series due to the strict criteria used but one 
case was reported as ‘‘highly suspicious’’ in- 
dicating the necessity for further investigation. 
A non-malignant endometrial polyp was found. 
It is fair to conclude that the vaginal cytologic 
smear is a reliable method and may be more 
valuable in ruling out early carcinoma than a 
random biopsy’ of non-suspicious cervical 
lesions. 
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The feasibility of applying the procedure in 
mass population screening would be determined 
by the interpretation time for each slide, inci- 
dence of uterine cancer, and the cost. 


An experienced technician should be able to 
interpret 20 to 40 slides per day according to 
Lombard ef al.1° Two smears per case should be 
a minimum.‘ The above time factor is exclusive 
of an equivalent or greater number of man 
hours required for administration, procure- 
ment and staining of the smears. 


The various results of caleulating the inci- 
dence of carcinoma in the population appear to 
be in agreement. It is estimated that symptom- 
less uterine cancer is two or three times as 
frequent as is clinically obvious carcinoma,’ 
and that it may remain non-invasive for 2 to 6 
years. The estimate of Lombard et al.?° in 
Boston is one or two eases of symptomless 
uterine cancer in each 500 of the adult female 
population. Foote and Li> estimate that 1 in 
1,500 women aged 35 and over has cancer of 
the cervix. In Manitoba cervical cancer is 
about nine times as frequent as fundal cancer. 
This leads to an expectation of 1.1 cases of 
uterine cancer per 1,500 in Manitoba; out of a 
population of 136,000 women aged 35 and 
over’? this means about 100 cases, Actually, an 
average of about 100 new cases of uterine 
cancer" are reported annually in the province. 
It may be calculated on the basis of the figures 
of Lombard et al.*° and assuming that the 
female population of Manitoba is similar to 
their patients, that there may be between 220 
and 320 symptomless cases of uterine cancer 
among the adult females at present in the 
province. This implies the presence of at least 
twice as many unreported as reported cases of 
uterine cancer in Manitoba women aged 35 and 
over. This conclusion is based upon the appli- 
cation of the symptomless case-incidence re- 
corded by Lombard ef al. in Boston to the cor- 
responding age group of the population in 
Manitoba. This seems a reasonable thing to do 
under present circumstances; but it will be 
realized that the conclusion stands or falls with 
the validity of that procedure. _ 


If we consider the cost of a mass survey in 
relation to the situation in Manitoba, where 
there are 136,000 females aged 35 and over,?’ 
it would vary from 204,000 up to 680,000 
dollars. These figures’® are based on a single 
patient cost of $1.50 to $5.00. The survey 


EARN AND PENNER: UTERINE CANCER 





347 


would take one year and require 27 cytologic 
technicians under the supervision of at least 
one pathologist. In addition, there would be 
required administrative and technical staff, ac- 
commodation and equipment. The difficulties 
of any survey are emphasized by the fact that 
no mass population screening has been com- 
pleted. 

It is pertinent to consider the utility of ap- 
plying vaginal smears in a mass screening of 
the female population over the age of 35. The 
earliest diagnosis of cancer is desirable. Aside 
from the humanitarian aspects, it is difficult 
to estimate the financial benefits of such a mass 
screening in comparison jo the financial loss 
suffered by the community from the death toll 
due to carcinoma of the cervix. A smaller 
number of symptomless cases would be found 
each succeeding year of the screening. In con- 
trast cases of cervical carcinoma showing clini- 
eal signs are mainly in stage II or IIT (League 
of Nations). Following therapy, 20 to 60% 
are alive after 5 years.1 The estimated cost to 
the community for those dying of the disease 
would include such factors as the duration of 
dependent invalidism and the number of years 
which the patient might have remained a useful 
citizen. Considering these factors, the diffi- 
culties of a mass survey, and the possibility 
that greater yields might occur in the investiga- 
tion of other sites of cancer by different 
methods, it is felt that mass screening is not 
practical at present. It may be valuable as a 
gradual long term development. The present 
value of cytologic vaginal smears should be 
their inclusion as one of the facilities available 
during a routine complete physical examination. 


CONCLUSIONS 


1, It has been shown, in agreement with other 
workers, that cytologic vaginal smears are a 
reliable diagnostic procedure. 

2. The cost and difficulties involved in a 
mass population screening in Manitoba have 
been estimated using figures from various 
sources. 

3. It has been suggested that mass screening 
is not practical at present, but may be over a 
gradual long term development. It is also sug- 
gested that vaginal smears should be one of the 
facilities available in routine physical exam- 
inations. 
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4. Due to its proved reliability vaginal cyto- 
logic smears should be included in the diag- 


nostic facilities for early detection of cancer. 
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HEREDITARY CYANOSIS* 


D. M. Baltzan, M.D., F.R.C.P.[C.] and 
H. Sugarman, M.D., F.A.C.P. 


Saskatoon, Sask. 


N 1940 a diagnosis of ‘‘familial cyanosis’’ in 
a 35 year old married woman, was made by 
one of us (D.M.B.). This was secondary to the 
principal interests which concerned entirely 
unrelated complaints. 

The interpretation of the nature of the 
cyanosis was at variance with the understand- 
ing which the family had of this matter. In 
respect to the patient’s unusual colour, it was 
known she was born a blue baby, and that 
other members of the family had been similarly 
affected. The presumptive cause was a con- 
genital heart defect. The task for us entailed 
disproving the diagnosis of congenital heart 
disease by the unsatisfactory means of negative 
evidence. We were not then quickly alert to a 
form of positive evidence. A critical situation 
which developed later made it clear that 
pursuance would have been more discreet than 
yielding passively to inactivity. ; 


* Presented at the meeting of the Canadian Heart 
Association, Saskatoon, Sask., June 14, 1949. 
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CYANOSIS 

Five years after, the same person presented 
herself again. This time she had a large 
palpable ovarian cyst, and surgical removal 
was recommended. The patient was reluctant 
to submit to operation because of the added 
risk of the presumed congenital cardiac anom- 
aly. Reassurance that the cyanosis was not 
due to heart disease was not convincing. The 
negative testimony, namely, that there were no 
perceptible signs of cardiac abnormalities, 
auscultatory, roentogenographie and electro- 
cardiographic, was not persuasive enough, per- 
haps because we were not altogether without 
some misgivings. 

Two more years passed and she returned 
because of a sense of increasing weight in the 
pelvis. The mass already noted was found to 
have enlarged greatly. There was no time to 
lose and operation was compulsory. The prob- 
lem concerning the lifelong cyanosis receded 
in importance as we were now preoccupied 
with grave concerns about malignancy. At 
operation, under spinal anesthesia, a large left 
ovarian tumour was removed with the left tube 
and uterus en masse. The pathological report 
was an epidermoid earecinoma of an ovarian 
dermoid cyst, Grade ii. 

It was not very long before widespread 
metastases appeared. In the hopeless stage 
when there was nothing more to occupy us, 
advantage was taken of an opportunity to 
solve the riddle of the. obseure cyanosis for the 
benefit and security of others in the family. 
A renewed interest developed on the part of 
all concerned because this cyanosis was re- 
sponsible for deferring what might have been a 
timely operation. The current interest in ac- 
quired cyanosis due to methemoglobinemia 
spurred the effort. ** Negotiations were be- 
gun to obtain all the familial data as far as 
possible. Direct information from authentic 
sources successfully traced a genealogical inci- 
dence of cyanosis in four generations (see Fig. 
1). At the same time, but very much belated, 
when this individual’s anemia was already 
severe through her devastating illness, and her 
hemoglobin was 9.3 mgm., methemoglobin was 
discovered in the amount of 1.8 gm. per 100 ml. 
or 19% of her total hemoglobin, 

Our patient (III-13) died within a year. At 
autopsy the lingering doubt about the heart 
was finally dispelled. The heart weighed 350 
grams and lay freely in its pericardial sac; the 
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chambers were clear and the valves were intact. 
The coronary vessels showed very mild, 
arteriosclerotic involvement. The myocardium 
was reddish-brown in colour, and fairly normal 
in consistency. 

It will be seen in the diagram this patient 
has four children, two of whom are also 
cyanotic and their methemoglobin values were: 
the son (IV-5), 18 years old, had 15.6% of total 
Hgb. (2.2 gm. per 100 ml.), the daughter 
(IV-6), 16 years old, had 24% of total Hgb. 
(3.2 gm, per 100 ml.). The other two children 
are unaffected. None of the acyanotie persons 
had cyanotic children. There was no union 
between two known eyanotics. 

It was now possible to say: (1) The original 
presumption of the cause of the cyanosis was 
a misconception, and our first interpretation 
was an incomplete identification. (2) Methe- 
moglobinemia caused the discoloration. (3) 
The source is a hereditary, dominant abnor- 
mality. 

DISCUSSION 

The subject of birth methemoglobinemias, 
which has a short history, was brought up to 
date by Sievers and Ryon‘ who collected 18 
cases reported in the literature, and adding 
their own case made a total of 19 up to the 
year 1945. Since then, Gibson and Harrison® 
reported in 1947 a family of 9 brothers and 
sisters, 5 of whom were cyanotic. In 9 cases 
the disorder was thought to be of congenital 
origin only; 6 had both a congenital and a 
familial history; 3 had a familial history and 
with 2 the disease could not be defined as con- 
genital or familial. A sporadic case of ecyan- 
osis noted from birth was defined as congenital 
cyanosis. When the cyanosis occurred in more 
than one member of a family, it was classed as 
familial. In no instance to date, is there a 
record of an ancestral linkage or transmission 
of the cyanosis. 

The cases described in the literature have 
nearly all been reported since 1930. That is 
surprising because the first report of congeni- 
tal cyanosis of long duration in which congeni- 
tal heart disease and pulmonary-disorder were 
ruled out was that of Francois in Belgium in 
1844, The same author’s search disclosed that 
it was not until 1912 that Slosse and Wybautaw, 
also of Belgium described idiopathic (congeni- 
tal) eyanosis in which, for the first time, the 
presence of methemoglobin was confirmed by 
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spectroscopic examination. In the family tree, 
which we here report, we had direct communi- 
cation with a member of the family who was 
examined at an outstanding North American 
medieal centre in January, 1926. In answer to 
our enquiry the reply was, ‘‘Mrs. K. stated 
that she had been cyanotie for as long as she 
could remember but presented no evidence of 
an organic lesion that would explain it. Ac- 
cordingly, we did not pursue the matter 
further.’’ 

Methemoglobinemia is characterized by the 
presence in the blood of a brown pigment, 
methemoglobin. This substance, it is alleged, 
is not generally present in normal blood and 
when present it exerts no toxic action. How- 
ever, values up to 0.1 gm. % are normal ranges. 
Collier® found up to 0.1 gm. % in the blood of 
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two normal control persons in the course of 
comparative examinations when testing the 
mother and the two children. 

A definite blueness is seen in patients when 
10 to 15% or less than 2 grams of the total 
pigment is in this inactive form. Untoward 
symptoms which are associated with methemo- 
globinemia are due to the accompanying loss 
in oxygen combining power of the blood, or the 
effects of the causative agent in the acquired 
forms or to a combination of the two. Poly- 
eythemia usually results from prolonged 
methemoglobinemia. In less clear-cut con- 
genital heart or pulmonary diseases, with 
cyanosis, methemoglobinemia should be ruled 
out. 

In the very marked cyanosis of congenital 
and familial methemoglobinemias, there are 
usually no physical handicaps unless the ac- 
companying loss of oxygen combining power 
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is extreme. By contrast, symptoms of dyspnea, 
tachyeardia and other ill effects are present 
often in the acquired forms. Symptoms are 
induced chiefly by the specific action of the re- 
sponsible poisonous agent. Treatment in the 
former is seldom ealled for. There may be a 
demand for treatment to improve cosmetic ap- 
pearances. A.cure in the regular sense of the 
term is not possible. Since the trait is inborn, 
the process is basically irreversible. There are 
means of artificial counteraction, but the effect 
can only be expected to endure as long as the 
treatment is continued. 


The use of ascorbic acid is based on the sup- 
position that it supplants the suppressed or 
missing enzyme system which is normally re- 
sponsible for reducing methemoglobin. A high 
ascorbic acid concentration is required for this 
substitution purpose. Another therapeutic 
agent, methylene blue, or the chemically re- 
lated thionine, reduces methemoglobin to 
hemoglobin. The dye may be given orally or 
it can be administered intravenously when it is 
urgent. The need arises only in the acquired 
severe cyanoses. The cyanosis is rapidly 
abolished, and symptoms disappear long before 
the natural recession which follows discontinu- 
ing absorption of the noxious agent. 


SUMMARY 


Habitual cyanoses due to methemoglobin 
heretofore reported were classed as: (1) con- 


genital and (2) familial. Now we add (3) 
hereditary cyanosis. These entities are apart 
from the acquired forms which are numerous. 
Methemoglobinemia is the common factor in 
both the acquired and inherent forms only they 
differ in origin and sequele. It is particularly 
significant that the methemoglobin can be re- 
duced in both and sustained in the former, but 
not in the latter. 

A regularly expressed dominant gene is 
handed on by its bearer to half his children on 
the average. Inherited abnormalities are rare, 
hence, affected persons almost invariably 
marry normals. 
the gene and.so cannot transmit it. The most 
striking feature is the evident direct trans- 
mission from generation to generation. The 
word ‘‘hereditary’’, implying a dominant char- 
acteristic, is.used to describe the pedigrees of 
such conditions as multiple telangiectasia, pie- 
balding and brachydactyly. In this ‘class be- 
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longs the hereditary (dominant) cyanosis now 
described. 

A recessive gene manifests itself only when 
received from both parents. Such a gene may 
be transmitted through many generations of 
outwardly normal earriers. Occasionally, a 
man and woman marry who both happen to 
carry the same recessive gene; then on the 
average, one-quarter of their children will 
manifest -the abnormality. The outwardly 
normal offspring and the abnormal ones will 
rarely happen to marry partners who also carry 
that gene. So the defect seems to vanish again, 
not to reappear for perhaps many more genera- 
tions. Therefore, the typical finding is a sib- 
ship containing one, two, or more affected 
children; then normal descendants and eol- 
laterals. In amaurotie idiocy, albinism, and 
xeroderma pigmentosum, the word ‘‘familial’’ 
is applied.’ The inference is that it is a re- 
cessive (hereditary) characteristic. 

The special importance of this case is that it 
demonstrates for the first time that the inborn 
type of cyanosis is a hereditary character 
transmitted as a dominant. It seems probable 
that if complete genealogies could have been 
assembled for the isolated cases previously re- 
ported in the literature as ‘‘congenital’’ or 
‘‘familial’’, the hereditary (recessive) nature 
of the disorder would have been demonstrated 
in them with this difference. 
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Macmillan, 


To confess is, for mysterious reasons, most profoundly 
human, and in weak and nervous women this tendency is 
sometimes exaggerated to the actual distortion of facts. 
The priest hears the crime or folly of the hour, but™to 
the physician are oftener told the long, sad tales of a 
whole life, its far-away mistakes, its failures, and its 
faults. None may be quite foreign to his purpose or 
needs. The causes of breakdowns and nervous disaster, 
and consequent emotional disturbances and their bitter 
fruit, are often to be sought in the remote past. He 
may dislike the quest but he cannot avoid it.—S. Weir 
Mitchell. 
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INFECTIOUS DIARRHGA OF INFANCY* 
H. W. Price, M.D. 
Calgary, Alta. 


N our time we have seen a remarkable decline 
in the incidence and mortality of infectious 
diarrhea. If this is due even in part to im- 
proved methods in pediatrics then it is timely 
to take stock and to hold fast to that which is 
proved of value. 

Since 1928, or over a period of twenty years, 
we have records of 1,346 cases of infectious 
diarrhea in our clinic. A review was under- 
taken of the cases in the first five years and of 
the cases in the last five years in order to get 
a comparison. Only cases of an infectious 
nature were studied. The fermentative and 
the proteolytic diarrhea of feeding cases were 
not included although it is recognized that 
many of these are precipitated by a preceding 
infection. The secondary diarrhea and those 
with parenteral infection were included be- 
cause in some cases it was impossible to de- 
termine whether the parenteral infection pre- 
ceded or followed the diarrhea. We have been 
spared the experience of epidemic diarrhea of 
the newborn. 

After analyzing about 500 of our cases in 
preparation for this presentation we discovered 
that the last five-year period included records 
of all cases hospitalized, whether seen at the 
clinie or not, and the first five-year period did 
not inelude those cases that were seen at home, 
had never been to the clinic, were sent directly 
to hospital and either died there or did not re- 
turn to the clinic. This has completely invali- 
dated our statistics. It has, however, given us 
a truer picture of the last five-year period, and 
a few figures have been salvaged. 

We have confirmed the previous observation 
that the death rate is highest in the youngest 
age groups. It fell from 10.4% in the group 
from birth to three months of age to 4.2% in 
the group from four to six months of age, then 
to 2.3% in the group from 7 to 12 months of 
age and to 1.7% in the group from 13 to 18 
months of age. The oldest child who died was 
a 214 year old diabetic. We also found a 
tremendous reduction in mortality in compar- 


* From the Department of Pediatrics of the Calgary 
Associate Clinic. < 

Presented at the Section of Pediatrics of the Cana- 
dian Medical Association, Saskatoon, June 16, 1949. 
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ing the groups with parenteral infection in the 
two five-year periods. While our figures do 
not equal the 91% reduction reported by the 
Metropolitan Life Insurance Company they 
approximate them. There were no deaths 
among breast-fed babies. Half of the deaths 
were in patients who arrived at the hospital 
moribund. 


Our studies have confirmed the previous ob- 
servation that hygiene and sanitation are big 
factors in infectious diarrhea. In one resi- 
dential area on the outskirts of the city largely 
populated by families of foreign extraction, 
city sewers were installed and outside toilets 
abolished about the middle of the first five- 
year period. Following this there was a sharp 
reduction in the incidence of the disease from 
that area. The progressive decline of this con- 
dition coincidental with the increasing use of 
motor transport and the resulting decrease in 
horse manure on the streets as well as improved 
garbage disposal and the more universal use 
of fly sereens cannot be ignored. It may well 
be that the late Henry Ford, by changing our 
methods of transportation, has contributed 
more to the decline of this disease than has the 
medical profession. It is obvious from our re- 
view of the areas from which the disease arose 
that in those districts where the common 
housefly is regarded as a piece of animated 
feces the incidence and severity were much less. 


While most of the milk used in the first five- 
year period was pasteurized, compulsory pas- 
teurization did not come into force until just 
at the end of that period. This is reflected in 
the figures of the last period. Ignorance and its 
associated low social and economic level have also 
played a big part. Most of the patients who 
were moribund when first seen were from homes 
of that status. One area on the outskirts of the 
city served by wells between the market gardens 
and the garbage disposal plant is populated by 
a number of families intermixed with Indian 
blood. They have lost those qualities which 
make their compatriots on the reserves such ex- 
cellent mountain guides and horse wranglers. 
That area continues to supply a large proportion 
of our worst cases. 

Prematurity and malnutrition were also fac- 
tors. One got the impression in reviewing these 
eases that if some of the babies had been more 
robust at the onset they would not have been 
hit so hard. Also, in this type those that sur- 
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vived required longer hospitalization than the 
average or required longer supervision at the 
elinie after discharge from hospital before they 
could be classified as completely recovered. 


The incidence of an epidemic of vomiting and 
diarrhea in the siblings or immediate contacts 
was recorded in one-sixth of the cases. Usually 
in the older children this was of short duration 
lasting only a day or two, and medical aid was 
not sought by the family until the baby became 
ill. However, among 97 hospitalized cases in 
whom routine stool cultures were made there 
was only one case of bacillary dysentery estab- 
lished. It would appear that this infection plays 
a minor role in Calgary where our summers are 
short, our nights are always cool and our water 
supply is from mountain streams. No further 
evidence of the nature of the infection could be 
disclosed .nor could any definite incubation 
period be established. 


By following through the ease records of 
the contacts 13 cases were collected who 
showed vomiting and cramps but no diarrhea 
and hence were not included in the series. 
Usually these were older children in the same 
family. It would appear that the condition 
can cause a gastritis in the more resistant indi- 
viduals but subsides before an entero-colitis 
becomes established. The usual clinical picture 
was an infant with frequent loose watery 
mucoid stools with or without blood flecks but 
with a red throat and a red anus. The presence 
or absence of signs of dehydration and shock 
bore no relation to the interval between onset 
and when first seen. Some cases were not de- 
hydrated after an interval of two weeks and 
others were in shock within twelve hours of 
onset. 


We refused to accept a red throat as evi- 
dence of upper respiratory tract infection as 
contrasted with an infection of the gastro- 
intestinal tract. However, in just under one- 
sixth of the cases there was a purulent nasal 
discharge. Twenty-nine cases had definite 
signs of otitis media. There were 11 cases with 
exudate in the tonsillar erypts. There were 


5 eases of bronchitis and 8 with pneumonia. 
There were only one each of mastoiditis and 
pyelitis and this in spite of the fact that in 
every case that came to autopsy a search was 
made for a hidden mastoid infection. In some 
eases the parenteral infection seemed to pre- 
cede and in other cases to follow the disturb- 
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ance in the alimentary tract. It was our clini- 
cal impression from reviewing these cases that 
usually the parenteral infection was entirely 
coincidental, except that the one infection may 
have predisposed to the other. Also it was our 
impression that the combined infection ac- 
centuated the disturbance in water and electro- 
lyte balance. While parenteral infections oc- 
eurred in just under one-third of the cases 
studied they were present in one-half of the 
cases that died. Also the ratio of parenteral to 
non-parenteral infections was far greater in 
the first five-year period, which was before the 














year period which includes the antibiotics. 

Although we are not impressed by the rdéle 
of parenteral infections in our studies, never- 
theless respiratory infections in other members 
of the family seemed impressive by their fre- 
quency. The clinical picture of an older sibling 
with bronchitis or otitis media, a parent with a 
bad cold, and a baby with vomiting and diar- 
rhea was too common to be ignored. 









The greatest contrasts in the two five-year 
periods studied were seen in the methods of 
treatment. In the first period efforts toward 
controlling the vomiting and diarrhea seemed 
to predominate, while in the second period the 
efforts were directed towards rest for the 
gastro-intestinal tract and combating shock 
and dehydration. In the first period the 
methods were largely dietary while in the last 
period there was a much larger proportion of 
eases hospitalized for parenteral fluid therapy. 








At the beginning of the first five-year period 
the dietary management still included the old 
traditional barley water. This was soon sup- 
planted by Alan Brown’s 15% sugar solution. 
When the vomiting had subsided the cases 
were then started cautiously on weak protein 
milk or dilute skim milk mixtures, depending 
upon the nature of the stools and the age of 
the child. When parenteral fluids seemed im- 
perative they were usually given as a trans- 
fusion although saline interstitially and intra- 
peritoneally appears in the records at the be- 
ginning of this period: 5% glucose in saline 
does not appear until toward the end of this 
first period. 

The apple treatment first appears in our 
records in 1933, and apparently became 
established between the two periods. During 
the last period it has been found to be a useful 
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method in children over one year of age and 
has been used successfully in babies as young 
as six months of age. It was used only twice 
in children who received parenteral fluids and 
as none of the cases who died received any 
apple it is apparent that it was reserved for 
those who showed no signs of dehydration or 
shock. It was soon discovered in Calgary that 
seraped raw apple as originally described was 
not available just when it was most needed. 
The last of the previous year’s crop of fresh 
apples disappears early in June. Because our 
winter weather frequently lasts until June our 
summer epidemic of diarrhea usually does not 
start until during July, reaches its peak in 
August, and subsides with the first frost early 
in September. Because we are unable to grow 
apples they are not available until well into 
September, just when our epidemic is subsid- 
ing. Coincidentally with the report in the 
pediatric literature of the use of scraped raw 
apple in diarrhea the National Research 
Council in Ottawa developed an enamel lining 
for eans in order to save the British Columbia 
apple industry. That was the time during the 
depression when carloads of apples were 
shipped from British Columbia to Saskatche- 
wan and distributed free to the dried-out areas. 
When fresh tinned apple juice became avail- 
able it was at once applied by prairie phy- 
sicians to cases of diarrhcea and has proved to 
be a most useful addition to our armamen- 
tarium. Usually when diluted it is tolerated 
better than the scraped raw apple and can be 
followed up with apple sauce and then dilute 
skim milk. 


The dietary treatment in the last five-year 
period is marked by longer periods of starva- 
tion, by a greater use of nothing but water by 
mouth after the initial period of starvation and 
when the vomiting has been controlled by 
parenteral therapy, and by the use of 5% 
lactose or glucose as the initial oral nutriment. 
Protein milk, although still used in selected 
eases, has largely been supplanted by dilute 
skim milk mixtures. In the older children the 
gradual addition of bland foods is also noted. 


Drug therapy in the first five-year period 
consisted of bismuth and paregoric in selected 
eases although its dangers were recognized 
then. It is always a temptation to give a pre- 
seription that will give symptomatic relief to 
an ambulatory: patient. No bismuth or pare- 








goric was used in the last five-year period. 
Other drug therapy in the first period consisted 
of the treatment of parenteral infections such 
as nasal discharge with colloidal silver. None 
of this appears in the records of the last five 
years. During the last five-year period kaolin 
suspensions and also magnesium trisilicate 
were used. If they did not appear to alter the 
course of the condition to any great extent at 
least they gave symptomatic relief to some and 
formed a useful placebo by which one could 
encourage a strict adherence to the dietary 
regimen prescribed. 


The last five-year period is marked by the 
liberal use of the sulfonamides. Sulfaguani- 
dine, sulfasuecidine, sulfathaladine, sulfathiazole, 
sulfadiazine and sulfamerazine have all been 
given an extensive trial. No dramatic effect 
upon the diarrhcea has been discovered. One 
case on sulfathaladine developed erystals in the 
urine. However, the effect of sulfadiazine on 
the parenteral infections has been very definite. 
Penicillin has been most useful in cases com- 
plicated by pneumonia or otitis media, and it is 
our impression that it has been of real value 
when used prophylactically in some of our pre- 
matures with diarrhcea. But penicillin has had 
no effect upon the course of our cases of diar- 
rhea. This past year we have used strepto- 
mycin on a few cases but the number is too 
small to draw any conclusions. We have not 
had an opportunity to use chloromycetin. 


The last five-year period is marked by a 
much greater use of parenteral fluids. All pa- 
tients with any signs of dehydration are hos- 
pitalized if at all possible. We in Calgary are 
plagued with a shortage of pediatric beds and 
a Shortage of intern staff. On admission a com- 
plete blood count is taken and the child re- 
ceives an interstitial We do not have 
available CO, combining power determinations 
and are forced to follow the clinical course of 
our patients closely rather than rely on labora- 
tory determinations. Arrangements are also 
made on admission for a cut-down intravenous. 
We believe that the initial interstitial helps to 
offset some of the technical difficulties of the 
eut-down. One-third M/6 sodium lactate, two- 
thirds normal saline, has come to replace the 
5% glucose in saline for immediate fluid re- 
placement. Usually a blood transfusion is 
given followed by a slow continuous intra- 
venous of 5% glucose in water. Formerly if 
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the continuous intravenous was maintained 
5% glucose in saline was given daily in an 
amount proportionate to body weight. Since 
1946 we have been using Darrow’s potassium 
sodium lactate but have not had the courage 
to use the quantities that he suggested. We 
have tended to lean more on the compensatory 
mechanism of the tissues and the kidneys to 
restore the normal fluid and electrolyte balance 
if conditions are restored within their compen- 
satory range. Blood transfusions were re- 
peated as indicated and we have learned to 
evaluate hematocrit readings in the light of 
the patient’s clinical condition and the fluids 
which he had received. Since 1946 we have 
used much more plasma. Clinically our pa- 
tients seemed to respond better to plasma or 
blood than they did to intravenous amigen. 
We admit that in many cases we have been 
working more or less in the dark and sometimes 
with baffling and conflicting clinical signs. 
But in spite of this there is no question from 
our results of the value of parenteral replace- 
ment of fluids, electrolytes, potassium as well 
as sodium, plasma, and where indicated whole 
blood. The effects on dehydration and shock 
have been dramatic and the results in lowered 
mortality marked. 

We undertook a comparative study of cases 
of infectious diarrhea of infancy at the begin- 
ning and at the end of the last twenty years 
and learned too late the hard way that statisti- 
cal studies can be misleading. 

We recognize: that there have been many 
forces entirely beyond the control of the medi- 
eal profession which have contributed to the 
decline in incidence and mortality of this con- 
dition. 

We still do not understand the true nature 
of this condition but are forced to conclude 
that it is infectious. 

We recognize the value of the apple in ther- 
apy but thereby may only be explaining the 
old folk lore that an apple a day keeps the 
doctor away. 

Chemotherapy to date has contributed more 
to the control of other infections than it has 
to this condition. 

The outstanding contribution that modern 
scientific medicine has made to this problem is 
the replacement of fluids and electrolytes and 
the combating of shock. 


214-6th Ave. W. 
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SOME CLINICAL CONSIDERATIONS IN 
ACUTE PANCREATITIS* 


Norman H. Gosse, M.D. 
Halifax, N.S. 


T is now 60 years since the first comprehen- 
sive description of pancreatitis was published 
by Fitz! of Boston in which he classified the 
condition as hemorrhagic, gangrenous and 
suppurative. Nearly 40 years later that classi- 
fication was still accepted by Moynihan,’ and 
the treatment was surgical. In his vivid de- 
seription of pancreatitis Moynihan says: ‘‘The 
clinical picture presented by a ease of acute 
pancreatitis is quite unmistakable.’’ 

How have we changed in our concept of this 
condition since Moynihan wrote his paper in 
1925? Our practice would seem to be to assign 
to the severest form of the disease the title 
acute pancreatic necrosis, less often now acute 
hemorrhagic pancreatitis. We believe that 
necrosis is the result of the liberation of the 
enzymes of the pancreas, which produce their 
effect locally, especially on the fat, in the con- 
dition so familiar to us. 

We recognize that in acute pancreatitis, 
hemorrhage, suppuration or necrosis do occur, 
but we have also come to recognize, after wider 
observation, that more frequently, less severe 
attacks of pancreatitis occur, perhaps better 
referred to as subacute, which do not go on 
to necrosis and in which the clinical picture is 
correspondingly less alarming. We recognize 
in these, however, a source of potential danger, 
in that while some of these mild attacks do not 
go on to necrosis, some of them do; that such 
an attack may subside only to recur later as 
necrosis; and that, in the present state of our 
knowledge, we cannot predict which direction 
any of the milder attacks will take. 

Etiology.— We do not know the cause of 
pancreatitis. Yet observations made over many 
eases and in many places find two factors to 
recur so frequently that they are properly 
given significance. They are gall-bladder dis- 
ease and excessive use of alcohol. The state of 
over-nutrition with which the condition is so 
frequently associated suggests excessive eating 
as a third factor; and yet we find cases in 


* From the Department of Surgery, Dalhousie Uni- 
versity and the Victoria General Hospital, Halifax, N.S. 
Read before the Eightieth Annual Meeting of the 
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which none of these factors seem to apply. For 
years, also, we have been impressed with the 
attacks of abdominal pain and vomiting that 
we have seen in hypertensive patients in whom 
no abdominal disease or coronary occlusion 
could be discovered on the usual investigation, 
and there would now seem to be fairly general 
acceptance of the fact that some of the milder 
attacks of pancreatitis have vascular disease as 
the chief factor. How far a vascular accident 
in the pancreas may determine the more serious 
widespread necrosis is not so easy to determine, 
but the idea is one which, by analogy, is not 
difficult to accept. Obviously then, there are 
many factors and many theories as to the cause 
of pancreatitis. 

As to age of incidence, the range is anywhere 
from 16 or 17 up, with the average somewhere 
between 45 and 50. It is therefore commonest 
in the gall-bladder age. Our youngest patient 
was a fat young woman of 18, who, inci- 
dentally, was the only case of pancreatitis in 
which we had observed bilateral hydrothorax, 
which is said to be a rare complication of this 
disease. 

Diagnosis.—The multiplicity and the varia- 
bility of symptoms encountered in this condi- 
tion does not make clinical diagnosis very easy 
—Moynihan to the contrary notwithstanding. 
The first two cases of pancreatitis that we had 
occasion to observe, now nearly 30 years ago, 
were very similar in character. Each presented, 
when admitted to hospital, the picture of 
small bowel obstruction. Pain was not a 
striking feature. More striking were the signs 
of collapse, weak pulse, profuse sweat, and a 
peculiar blue-grey cyanosis. Vomiting was in 
mouthfuls that seemed to roll out with each 
breath. Each had a high leucocyte count and 
both were fair, fat, flatulent females of fifty 
plus. 


The first of these was not correctly diagnosed 
preoperatively, but the second, on the basis of 
the earlier experience, was. Both were 
promptly operated upon, and both died. In 
such dramatic circumstances it was not diffi- 
cult to assume that one had learned early and 
at first hand the clinical picture of acute 
pancreatic disease, yet none of the cases that 
we have observed since have presented a simi- 
lar picture. 

What then may we expect to see, or with 
what clinical features do we consider pancrea- 
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titis? The answer to this may be subdivided 
as follows. 

1. The state in which there is very great pain, 
which may have begun in any part of the 
abdomen but which is usually epigastric and 
through to the back, associated with real shock 
as described by Moynihan, and in which the 
pain does not respond as readily as one would 
expect to the use of opiates. Here the thought 
of coronary occlusion comes to mind, and if an 
electrocardiogram were now taken, a picture 
of coronary occlusion might indeed be ob- 
tained,* but such a picture would disappear 
with the subsidence of the pancreatic process, 
except, of course, in the presence of true 
occlusion. 

2. Signs and symptoms that may also suggest 
perforation of a peptic ulcer. It was an atypi- 
cal case from this group that gave us our most 
interesting difficulty. Perhaps most errors 
have been made in this group. 


3. The signs and symptoms of (a) small bowel 
obstruction; (b) mesenteric thrombosis; (c) 
volvulus ; (d) appendicitis; (e) biliary obstrue- 
tion—beecause a transient jaundice is a not un- 
common feature of pancreatitis; (f) acute con-_ 
ditions above the diaphragm. Now there is no | 
doubt that there are cases in which the points 
in differential diagnosis may be worked out 
quite easily. The point to be made, however, 
is that the imitation of other diseases is so 
close that accurate reliable clinical diagnosis 
is indeed difficult, and may be impossible. 
Pigmentation of the skin about the abdomen 
and elsewhere may help, as it did in the last 
of ours. Sometimes this pigmentation is wide- 
spread—on the back as well as on the front 
of the body. It is usually slate-blue, as it was 
at first in this ease, but it may be brownish. In 
this case it was confined to an area 3” around 
the umbilicus. We had the temerity here to 
make a clinical diagnosis of pancreatitis. I 
shall refer to this patient again later, and to 
her autopsy. 

But with all this, Bockus and Raffensperger® 
state: ‘‘As a result of our recent experiences 
we are prepared to state unequivocally that a 
bedside diagnosis of acute pancreatitis is 
rarely if ever possible’’. Surely from Moyni- 
han 1925, to Bockus 1948, the pendulum has 
swung the limit of its amplitude. Now even 
though you may at first have some reservations 
about this more recent and very important 
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statement, it should at least entitle pancreatitis 
to full consideration when the diagnosis of an 
acute abdominal condition is obscure; for the 
incidence of pancreatitis—certainly in its less 
severe manifestations—is greater than we have 
been wont to consider it. 

If then, the diagnosis of acute pancreatitis 
may not be made at the bedside, how may it be 
made? The answer, in the main, is in the 
estimation of the serum enzymes. Here the 
emphasis is on the amylase, for two reasons: 
(1) It is the first to show increased concentra- 
tion, and (2) it is a quicker and easier test to 
make than is that for lipase. 

Now there are certain things about the 
amylase reactions which perhaps should be 
noted. (1) The normal range of serum amylase 
is usually given as 80 to 150 mgm. %, some- 
times higher. (The normal range in our 
laboratory is 40 to 90, and the suggestion has 
been made that the time-lag between the taking 
of the blood and the actual examination is 
great enough to allow loss of enzyme through 
the natural process of disintegration. It would 
appear that, ia some eases at least, the enzyme 
is very labile.). (2) Serum amylase may be 
raised in conditions other than pancreatitis, but 
not to the same degree as in the severe forms of 
the latter. Values to 3,000 or more may be 
found in acute pancreatitis. (3) The maximum 
level is usually found in the first 12 to 36 hours, 
and it is not maintained, frequently, it falls 
precipitously to normal in 2 to 6 days. It will 
be seen then, that if serum values are to prove 
a reliable guide, the blood must be taken early 
in the disease. 


Edmondson and Berne® in 1944 showed 
another very important blood change. They 
pointed out that it had been held since the 
time of Langerhans in 1890, that the fat necro- 
sis, so familiar to those who have opened abdo- 
mens for pancreatitis, was the result of the 
hydrolysis of fat by the pancreatic lipase, and 
that the combination of the fatty acids so 
released, with the body calcium, formed 
calcium soap. These observers worked on the 
theory that since there was in this condition 
a marked mobilization of calcium, the serum 
ealeium should be correspondingly reduced. 
They found that the concentration ,was indeed 
below 9 mgm. per 100 ¢.c. of blood, in a con- 
siderable majority of the cases, between the 
2nd and 15th day of the disease; and they also 
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concluded that levels below 7 mgm. % in- 
variably led to a fatal termination. Effort has 
since been made, with some success; to estab- 
lish a more or less direct ratio between the 
illness of the patient and the level of the blood 
calcium, and the time of lowest levels has been 
variously reported as from the fourth to the 
sixth day. 


TREATMENT 
I have already intimated that we have come 
a long way in our generation in the realm of 
diagnostic appreciation. It seems to me that 
the realization among surgeons that acute 
pancreatitis is no longer a surgical emergency 
is an advance of even greater significance. 


At any suggestion that medical treatment is 
superior, surgeons seem to have been quite 
ready to pass over to medicine conditions that 
once were considered surgical. There are some 
very excellent examples of that, and some have 
reverted to us again. We would however sub- 
mit that while such fine renunciation is ad- 
mirable if one considered only one’s own soul, 
it might serve mankind better if at times we 
were not quite so ready to make the grand 
gesture. While we are happy to recognize 
conservatism as a definite advance in our 
thinking in acute pancreatitis, and to accord 
to Medicine prior place in a majority of the 
cases, it does not seem expedient nor prac- 
ticable that we should at the moment un- 
burden ouselves of virtually all responsibility 
with respect to its surgical therapy, as has been 
suggested. 


Wingate Johnson’ says: 


‘*Most cases of pancreatitis are due to pancreatitic 
edema and subside promptly. Even patients with 
hemorrhagic pancreatitis will often recover if treated 
conservatively. If true suppuration or necrotic pancrea- 
titis develops, operation may become necessary but such 
cases are comparatively rare.’’ 


He mentions Elman,* who, after an acute 
attack has subsided, investigates the gastro- 
intestinal tract and the gall-bladder, and if he 
finds the gall-bladder diseased, removes it. 
Johnson thinks that to drain the gall-bladder 
as a decompression procedure would be better 
for the pancreas. Now just how far do we as 
surgeons agree with his views? A _ personal 
opinion only can be presented. 

1. We believe that in the average case of 
acute pancreatitis symptomatic relief is indi- 
cated, and have used-opiates and rest to that 
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end. In subjects of degenerative vascular dis- 
ease, we have seen nitroglycerin bring about 
marked symptomatie relief. 


2. In the present state of our knowledge it is 
difficult to think in terms of a minor resolvable 
pancreatic pathological condition when the 
picture described by Moynihan, or any similar 
catastrophic clinical picture confronts us, or 
where the condition begins as a mild attack 
and progresses in the wrong direction. Such 
cases seem to us to eall for surgical relief, 
whenever the time seems optimum for it to be 
given. The amount of pancreatic tissue that 
sloughs away, and the improvement of the pa- 
tient that now follows the delayed operation 
in such eases, seems to us to constitute adequate 
justification for this position. 


3. With respect to the removal or the drain- 
age of a diseased gall-bladder: it has been the 
experience of surgeons for many a day that 
drainage of an infected gall-bladder is fre- 
quently followed by the necessity for its 
extirpation. When the infected gall-bladder 
has been associated with a pancreatitis, while 
we subscribe to the principle of decompressing 
the biliary tract and have done so on occasion 
to some apparent advantage, especially in the 
case of more chronic pancreatic disease, we 
believe that the removal of the infective focus 
is at least as important, and in some cases 
definitely more so. The following case tends 
to confirm that view: 


R.C., male, aged 43. Operation June, 1944, after 
being very sick for a week. Acute pancreatic necrosis 
found. He improved rapidly but sloughed away a great 
deal of pancreas, then drained a purulent fluid. We 
could do nothing to stop the drainage nor to influence 
its purulent character. After four weeks of this, it was 
decided to remove the gall-bladder, and decompress the 
system. At this time the gall-bladder which was thick- 
walled and obviously infected, contained only a muco- 
purulent fluid. The cystic duct was effectively closed 
by stenosis. No bile could traverse it—none did, during 
the whole period of drainage—and of course no in- 
fective material from the gall-bladder could pass down- 
ward via the duct. Because of local conditions we 
contented ourselves with draining the gall-bladder 
through a separate opening. Promptly the purulent 
nature of the fluid from the pancreatic fistula reduced 
and disappeared, the discharge dried up and that fistula 
closed. His gall-bladder, five years later, still drains 
a little mucus through a fistula but he feels well. 


We may speculate, in this case, on whether 
removal of the gall-bladder would have been 
necessary if there had been no mucous fistula, 
but what concerns us more is whether decom- 
‘pression per se is the more important avenue 
of relief or whether the removal of infection 


(which may or may not incidentally decom- 
press) is, as is suggested by this case, of 
greater importance. 

Finally, how far should conservatism be 
carried? After weeks of conservative treat- 
ment, with gall-bladder drainage—even with 
the patient up and about—are we satisfied that 
that is all we should have done? I would 
report in summary the following disaster as 
supplying a partial answer to that question: 


Mrs. C.B., aged 46, admitted October 28, 1948, in an 
attack of acute epigastric pain, severe and constant. 
The attack had begun several hours before during a 
drinking bout, and she is said to have vomited several 
times. There was tenderness and very definite guarding 
of the right abdomen. The left half was soft and not 
tender. A slate-grey discoloration soon appeared around 
the umbilicus. There was albuminuria and a trace of 
sugar. Our highest amylase reading was 500 mgm. 

Treatment at first was by gastric aspiration and 
intravenous fluids. Improvement was very slow until 
November 16, 19 days later, when the abdomen was 
opened with a view to dealing with the gall-bladder. 
That organ was very difficult of approach because of the 
encroachment of the pancreas which was very greatly 
enlarged, and because of massive adhesions; it was 
drained. 

Improvement from that point seemed to be more 
rapid and the very large mass slowly subsided. A month 
later the patient was discharged on a special diet, feeling 
fairly well and with a fair appetite though she had lost 
much weight. She was told to return in six weeks but 
she was brought back in five, moribund. Her husband 
stated that after going home she became very difficult 
to handle, took only gruel and milk, and deteriorated 
steadily. 

Except for her hemoglobin, which was now 58% as 
against her earlier 94%, all tests were within normal 
limits, including that for amylase at 114 mgm. She died 
in a few hours. 

The autopsy findings were, in summary: ‘‘ Acute 
hemorrhagic pancreatitis with almost total necrosis of 
the pancreas; proteolytic necrosis of the right psoas 
muscle with pelvic vascular septic thrombosis. Right 
sided pulmonary embolus, following pelvic and femoral 
thrombophlebitis. ’’ 

The pathologist’s description of the abdominal organs 
is most interesting: ‘‘The whole of the small intestine 
and the omentum and the greater curvature of the 
stomach along with the transverse colon were firmly 
bound by fibrous adhesions to each other and were very 
difficult to dissect apart. The whole of the area of the 
lesser sac and the position of the pancreas was replaced 
by a very extensive and bulky necrotic ‘soapy’ mass. 
Areas of amorphous calcific material were interspersed 
with areas of old breaking down blood clot throughout 
the necrotic mass. This latter communicated with the 
exterior by the fistulous track in the surgical scar. The 
necrotic debris totally replaced the pancreas except for 
a bean-sized portion of pancreatic tissue, very fibrous, at 
the head of the organ. The necrosis extended along 
the right psoas muscle and there was necrosis and sup- 
puration of the psoas as it crossed the iliac crest. In 
this position there was the same ‘soapy’ condition and 
when the debris was removed a large number of small 
branching veins and arteries were revealed, full of in- 
fected thrombus, and pus could be expressed from their 
lumina. There was thrombosis of a septic type within 
the main iliac arteries and veins and the femoral vein 
was completely thrombosed in its course through 
Searpa’s triangle. 

Histologically, the pancreas was—‘‘ diffusely necrotic. 
No. surviving glandular tissue. Old blood clots fill the 
large sinus-like spaces amongst the necrotic debris.’’ 
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SUMMARY 


An attempt has been made to indicate the 
great change that has taken place in our diag- 
nostie approach to acute pancreatitis. 

The problem of treatment has been con- 
sidered, and while the importance of the 
conservative approach is acknowledged, it is 
submitted that danger inheres in its too gen- 
eral application. In support of this a synopsis 
of a ease report with autopsy findings is pre- 
sented, suggesting that in this case conserva- 
tism led to death. 
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THE OLDER WORKER — HIS 
PREPARATION FOR RETIREMENT* 


A. N. Reid, M.A. 


Assistant Professor of Economics, 
University of Saskatchewan, Saskatoon, Sask. 


ODAY a large proportion of persons in the 
professions and business look forward to 
voluntary retirement at an age which will make 
possible some years of active enjoyment of life. 
Wage-earners also share this desire and those 
in the higher wage groups may reasonably 


expect to achieve this goal. But for the 
majority of the wage-earning class, retirement 
while still vigorous mentally and_ physically 
is almost unattainable. Their concern is rather 
with avoiding dependency when the effects of 
age make it impossible to earn a livelihood. 
Thus the question of financial provision for old 
age is one of the most serious social and 
economic problems of the present day. In the 
time at my disposal I shall attempt to deal with 
the nature of this problem and contributions 
that can be made to its solution by the worker, 
the employer, and the community as a whole. 

The problem of providing for old age has 
always existed but has become especially 
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serious as a result of certain developments of 
the last hundred years. The first of these ‘is 
the increase in the proportion of aged persons 
to the total population. As a result of in- 
creased life expectancy and the fall in the 
birth rate the percentage of the Canadian 
population over 64 has risen from 2.7 in 1851 
to 4.6 in 1891 and to 6.7 in 1941. In the United 
States it is estimated that by 1970 there will be 
one person over 65 to each four gainful workers 
as compared with one to ten in 1900. Secondly, 
a change in economic organization has resulted 
in the growth of a wage-earning class in the 
place of independent workmen. This began in 
manufacturing and in recent times has become 
characteristic of trade and the service indus- 
tries as well. The typical worker today is de- 
pendent on the sale of his labour-power for 
wages. Thirdly, mass production, involving 
the use of much capital equipment, has become 
the usual form. There is less value attached 
to craftmanship and the experience that comes 
with age. The emphasis today is more and 
more on the worker whose physical vigour and 
mental alertness enables him to operate a 
machine at a pre-determined speed. Finally, 
secondary industry has grown relatively to 
primary industry, particularly agriculture. 
This has meant that workers are increasingly 
concentrated in urban communities and hence 
the problem of housing for larger families has 
become more difficult. 


This transition from rural agriculture to 
urban industrialism has increased the diffi- 
culties of the older person. Formerly, his 
ability to contribute to family income de- 
creased only slowly and, even when he was un- 
able to work, his maintenance involved little 
additional burden upon the other members of 
the family. Nowadays, when his employability 
falls below a certain point, he may find his 
wage income is cut off suddenly and com- 
pletely. He can make almost no contribution 
to the support of the family group and his 
continued existence therein constitutes a very 
heavy burden upon the other members. The 
apprehension of this prospect lessens the en- 
joyment of life of the worker even before the 
onset of old age actually precipitates the 
difficulties. 


Many workers do achieve financial independ- 
ence in old age and many more might do so 
through more careful planning. But the prob- 
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lem can be solved by the worker as an indi- 
vidual only to a very limited extent. To avoid 
dependency he must have adequate earnings 
during his working life, set aside sufficient 
savings, and choose forms of investment which 
will conserve his purchasing power. Some 
idea of the amount of savings required may be 
secured by considering the cost of annuities. 
To secure a Dominion annuity of $1,000 a year, 
without any guaranteed period, beginning at 
the age of 65, a male worker would have to pay 
$149.80 a year between the ages of 25 and 65. 
The cost for females is considerably higher. 
One thousand dollars a year does not provide a 
very high standard of living but the cost of 
this, almost $3.00 per week, would be impos- 
sible for many unskilled and_ semi-skilled 
workers, with average family responsibilities, 
even if continuously employed. When they 
suffer unemployment (which becomes more 
frequent with age) or experience more than the 
usual amount of illness or other misfortune, 
even small savings that they have made may 
be completely exhausted. 


For those workers whose wages are adequate, 
the avoidance of dependency involves making 
the decision to save the required amount while 
still employed and finding a satisfactory form 
of investment. Unfortunately the worker may 
not realize until too late the desirability of 
reducing current expenditure in order to provide 
for retirement. The average earnings of em- 
ployed women decline after age 30 and of manual 
workers after 40. Together with the increased 
unemployment after these ages, this means that 
workers who do not begin their savings pro- 
grams early enough will find it impossible to 
set aside sufficient funds even though their 
whole-life earnings would have been adequate. 
Therefore, educational or other measures which 
encourage thrift and systematic savings 
amongst the group receiving adequate incomes 
are very desirable as a step towards reducing 
old-age dependency. 

An adequate savings program, however, is 
not sufficient. It is necessary that these money 
savings should be accumulated in a form which 
conserves their purchasing power in terms of 
goods and is readily available for use upon 
retirement. In this regard the wage-earner, 
like every other saver, finds that most of the 
common methods are not entirely satisfactory. 
In an attempt to meet the need, friendly 
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societies were organized in various European 
industrial countries, beginning about 1850. 
Many of these went bankrupt because their 
financing was not on an actuarially sound basis. 
In addition to this the benefits payable were 
too small to give real protection and those 
workers most in need were not able to make 
the contributions necessary for membership. 
The lack of development along this line of 
voluntary pooling of resources has left the 
worker dependent upon finding his own means 
of investing his savings. With little experience 
in or knowledge of the world of commerce and 
finance he is greatly handicapped. Like other 
persons of small means he may be tempted to 
try to speed up his capital accumulation by 
putting his funds into high yielding invest- 
ments without realizing the risk that is in- 
volved. Over the last generation interest rates 
have fallen sharply and thus the worker must 
depend for. his security essentially upon the 
funds that he sets aside rather than upon the 
earnings of these savings. High yielding secu- 
rities may be satisfactory for the business man 
who can give his investments constant and in- 
telligent attention. But for the worker they 
involve a degree of risk which is not consistent 
with a goal of a minimum of security of old 
age. Another form of investing savings is the 
purchase of a home. This may be most desir- 
able for the worker and his family on other 
than purely economic grounds. It is a form of 
investment, however, which in Canada _ has 
been subject to extreme fluctuations in price 
and for which the market is not too well organ- 
ized except in the larger urban centres. Hence 
when the worker wishes to realize on it at re- 
tirement he may have difficulty in locating a 
purchaser and might be forced to sell at a time 
when prices in general were low. 

It is my opinion, considering all cireum- 
stances, that annuities such as those issued by 
the Dominion Government or-private insurance 
companies are the most satisfactory invest- 
ment for the individual worker. The interest 
rate at which the capital accumulates though 
not high is reasonable with regard to the 
almost complete safety of the funds. There is 
no delay or inconvenience in drawing the 
benefits at the time one has chosen to have 
them become available. And, finally, they have 
the important advantage that they incorporate 
the insurance principle in dealing with the 
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problem of the uncertainty of the duration the 
period for which retirement income will be 
needed. Some will die shortly after the bene- 
fits begin and therefore it will seem that their 
families would have been better off if the 
savings had been deposited in a bank.* But 
against this must be set the payments to those 
who live longer than the average and who, 
therefore, receive benefits proportionately 
greater than their savings. The important con- 
sideration is that each worker on retirement is 
assured a certain money income as long as he 
lives. Even annuities, however, have the 
serious disadvantage that only a fixed money 
income is guaranteed. If the cost of living 
rises the purchasing power of the annuity de- 
elines proportionately and the effect on his 
security is just as harmful as if he had invested 
in securities which had fallen in value. 

For such reasons it seems clear that the indi- 
vidual worker either is unable to make financial 
provision for his old age or is able to do so 
rather ineffectually. This has become apparent 
over the last century as the industrial system 
has developed and during this period the con- 
viction has become very strong that the worker 
should not be left entirely to his own resources. 
I shall proceed, therefore, to discuss some of 
the considerations regarding the position of the 
employer and of the state in regard to this 
problem. 


The employer is direttly concerned with the 
matter of old age dependency through his at- 
titude to age as a factor in the employability 


of the worker. There is abundant evidence 
that age is a matter of great importance in 
securing and holding employment. In a dy- 
namie economy such as ours, with cyclical de- 
pressions, particular industries declining in 
importance, and individual firms going out of 
business, workers are constantly losing their 
jobs. The chances of workers over 40 regain- 
ing regular jobs in private industry have been 
less than half as great as those under 40. Men 
over 45 and women over 35 to 40 experience 
serious difficulty in securing jobs. Unskilled 
workers and those involved in meeting the 
public are under the greatest handicap. Even 
when business is most prosperous there is a 
‘‘hard ecore’’ of unemployed and many of these 


* Unless the annuity contract incorporates a guar- 
antee of payment for a minimum period, in which 
ease the amount of the annuity is lower. 
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are workers who are physically and mentally 
able to engage in useful work but who are unable 
to find gainful employment. Similar persons 
may find little difficulty in holding down jobs 
if employment conditions are stable. The prob- 
lem is to find work for them if they are dis- 
placed for reasons other than age. Such un- 
employment obviously makes more difficult 
their providing for maintenance at the normal 
retirement age or when they are unable to 
work. They are no longer able to put aside 
savings for their old age and their past savings 
may be used up fairly quickly. 

Many reasons are suggested for the practice 
of employers in hiring of discriminating against 
older workers. Some of these are, (1) physical 
and mental characteristics lessen their effi- 
ciency and adaptability, (2) promotion and 
training policies and the encouragement of 
younger workers necessitate reserving the 
senior positions for those coming up through 
the organization, (3) higher costs of various 
insurance schemes because of greater liability 
of older workers to accident, illness, ete., and 
(4) public demand for younger workers in 
occupations where they meet the _ public 
directly. In regard to many of these considera- 
tions there appears to be some doubt that age 
is a real disadvantage and therefore it would 
seem that the discrimination may be somewhat 
irrational. To meet this situation the National 
Employment Service has been conducting an 
educational campaign to encourage employers 
to hire older workers. Furthermore the Service 
has recently experimented with counselling of 
such workers in order to direct them towards 
jobs where age would be less handicap. Be- 
cause of the constantly growing numbers who 
are likely to be faced with this difficulty it is 
evident that a great deal to eliminate old age 
dependency can be done by employers seeking 
to find jobs for these older workers who present 
themselves for employment. 


A substantial number of employers have 
taken active steps to prevent old-age depend- 
ency by paying industrial pensions to their 
workers when they reach a normal retirement 
age. Many such schemes were introduced by 
employers benevolently disposed towards their 
workers while others came into being because 
the employers expected that improved morale 
would lead to enough increase in productivity 
to cover the cost. Under stable employment 
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conditions such schemes could make a sub- 
stantial contribution to security for old age. 
Even under the best circumstances, however, 
there are serious disadvantagés. Coverage will 
be incomplete because the introduction of a 
scheme is dependent upon the willingness of 
the employer. Some workers will never be in- 
cluded in such a scheme, others may leave a 
firm before they are eligible for such a pension. 
The adequacy of the benefit may be affected by 
the financial condition of the firm. Further- 
more, it has been suggested that such schemes 
are liable to abuse. Some labour spokesmen 
have been hostile to them on the grounds that 
the employer might threaten the loss of the 
pension as a means of restraining workers from 
striking or other activities in furthering their 
interest. Whatever is the net advantage of 
such industrial pensions one may conclude that 
neither they nor the means available to the 
individual can ensure financial independence 
for all workers. 

The activity of the state in promoting old- 
age security is not new. In England it goes 
back at least to the 16th century. It grew out 
of the medixvel system of reliance upon church 
and individual charity which in practice proved 
to be inadequate. The aged and other poor 
were treated indiscriminately and the amount 
of relief provided depended more on the im- 
pulses of the giver than the actual needs of the 
recipient. Since the 16th century, however, 
methods of providing for the aged have re- 
flected to a greater or less extent the acceptance 
of the idea that the claim for assistance is ¢ 
‘‘right’’ in the sense that social justice involves 
the maintenance by the community of those 
members who are unable because of age to 
maintain themselves. During the intervening 
years the developments have been not so much 
in regard to this principle but rather in devis- 
ing means which will ensure its being carried 
out and which are compatible with other social 
ideals. The aged and infirm have always at- 
tracted an especial sympathy and they never 
suffered the harsh treatment meted out to the 
able-bodied poor. But improvement in their 
condition was slow in coming. It depended 
upon two developments of the nineteenth 
century: categorical treatment and the trans- 
fer of responsibility from local to national 
governments. As long as the aged were lumpéd 
with other destitute, and simply provided with 


‘*in-door’’ or ‘‘out-door’’ relief, their special 
circumstances were not well taken care of. 
Furthermore, the ‘‘right’’ to maintenance was 
of little significance as long as it had to be 
provided by a local government which might 
have quite inadequate resources. The begin- 
nings of a satisfactory solution are to be found 
in the introduction, in some countries just be- 
fore the beginning of the present century, of a 
system of special ‘‘old-age’’ pensions payable 
by the national government. 


Old age pensions are of two types. The kind 
we have in Canada is non-contributory and 
payable only to those with less than a given 
maximum of means of their own. They are 
usually payable at an age at which on the 
average the worker is physically unable to sup- 
port himself. The other kind is the insurance 
type. Under the latter system, contributions 
are made by the worker during his working 
life, by his employers, and usually by the 
government. From the accumulated funds 
pensions are payable without a means test. 
There is no stigma attached to the receipt of a 
pension. It is a return for previous contribu- 
tions and therefore may be considered similar 
to the proceeds of a fire insurance policy. 
There is less tendency for individuals to 
neglect independent savings, because the pen- 
sion is payable in addition to whatever means 
the recipient may have. Finally, it has the 
advantage that the age may be fixed somewhat 
lower than under a scheme of the first type. It 
is simply a matter of deciding whether the 
earlier date for the pension to become payable 
is worth the larger contributions that would be 
required. Under the non-contributory type, 
beginning payment at the earlier date would 
involve a burden of taxation which might be 
intolerable. 


Government intervention, particularly in the 
form of a pension system of the insurance type, 
has many advantages over savings by indi- 
vidual workers and industrial pensions as a 
means of ensuring a minimum security for all. 
It meets the difficulty of inadequate income 
during working life because the worker’s 
contributions will be made only while he is 
employed and can be made to vary with the 
amount of his earnings. There is no problem 
of finding a suitable form of investment for 
individual savings. Even the hazard of a rising 
price level can be met by increased government 
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contribution, financed by taxation, to maintain 
the real purchasing power of the pension. 
Benefits are payable to the worker, on retire- 
ment, no matter how many employers he may 
have worked for. Being payable by the govern- 
ment, they cannot be affected by the actions 
of an employer and the worker is left free to 
conduct his business relations with the em- 
ployer as he sees fit without having to be con- 
cerned with possible effects upon pension 
rights. Therefore it seems possible for all 
workers, in a country where such a system 
exists, to be assured of at least a minimum in- 
come for retirement. For the first time in 
history old-age security is an attainable goal. 

For political and economic reasons, it is 
likely for the time being at least that the 
amount of pension payable will be little more 
than that which is conventionally considered 
necessary for health and decency. Individual 
provision and industrial pensions therefore 
have an important part to play in supplement- 
ing this minimum. They permit the worker 
with capacity to secure a job where wages are 
relatively good to enjoy a higher standard in 
retirement and/or to retire at an earlier date. 
Similar objectives are possible through these 
means for the worker who is thrifty in the dis- 
posal of income during his working life. These 
other means are thus greatly to be encouraged. 
Together with a basic pension system they 
make it possible for the increasing productivity 
of our economic system to be used in part to 
ensure that, as far as financial independence is 
concerned, all workers may look forward with- 
out fear to the period of retirement. 


ADDISON’S DISEASE IN TUBERCULOSIS* 
R. W. Male, M.D. 


Toronto Hospital for Tuberculosis, 
Weston, Ont. 


INCE Thomas Addison originally deseribed 

the syndrome associated with hypoadrenism, 
many cases have been reported. From his own 
experience over the years 1900 to 1929, Guttman’ 
reviewed 566 cases of Addison’s disease. The 
etiological agent in Addison’s series, Guttman’s 
extensive review, and those of his ecoftempor- 


* Read at the 49th Annual Meeting of the Canadian 
Tuberculosis Association, Halifax, N.S., June, 1949. 


aries was preponderantly tuberculosis. Gutt- 
man showed 83% of the cases he reported to 
be due to tuberculosis, 16% to atrophy, with 
amyloid degeneration, neoplasms, vascular 
lesions, fatty degeneration, and pyogenic in- 
fections accounting for the remaining 1% in 
descending order of frequency. 

In recent years, it would appear that atrophy 
is seriously contesting, if not dislodging tuber- 
culosis as the dominant cause of the disease. 
Wilder? reporting for Cragg 30 cases of adrenal 
insufficiency, found Addison’s disease to be 
due to atrophy in 15, tuberculosis in 12, earci- 
noma in 2, and one ease in which the etiology 
was unknown. Snell® reported a series of 30 
cases in which 17 were found to be due to 
atrophy and 13 to tuberculosis. 


At Weston, during the years 1930 to 1948 in- 
clusive, 19 cases of Addison’s disease were 
gleaned from 8,292 admissions of which 6,219 
were new admissions and 2,073 were re-admis- 
sions. The etiological agent in all of these 
cases was the mycobacterium tuberculosis, a 
striking yet not unexpected deviation from the 
reports in the current literature, as the cases 
studied were all sanatorium patients. In this 
group there were 10 males and 9 females, rang- 
ing in age from 1414 to 63 years. The average 
age at death was 35 in the males and 41 in the 
females, with an over-all average of 38.4 years. 
The series included 17 whites and 2 American 
Indians. 


Two of the 19 cases are alive. Of the de- 
ceased, histopathological evidence of diseasc 
was demonstrated in 10, permission fo: 
necropsy was not granted in 7 eases. At 
autopsy bilateral widespread tuberculous case- 
ation was seen in 6, unilateral tuberculosis oe- 
curred in 4 eases. In the latter group, the 
contralateral gland was absent in 1 and 
atrophic in 3 eases. In no single instance was 
the adrenal the sole site of tuberculous involve- 
ment. Although 11 of the 19 cases of adrenal 
insufficiency exhibited pulmonary disease, the 
thorax was the lone site of extra-adrenal tuber- 
culosis in only 3 instances. There was no indi- 
cation of a relationship between the extent or 
degree of pulmonary tuberculosis and the inei- 
dence of Addison’s disease. There were 5 cases 
of minimal tuberculosis, 1 moderately ad- 
vanced, 4 far advanced and one pulmonary 
miliary tuberculosis, Sixteen of the 19 cases 
showed extrapulmonary tuberculosis with bone 
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and joint lesions apparent in 14. Only 4 of the 
cases showed calcification of the adrenals. 

The signs and symptoms associated with 
Addison’s syndrome in descending order of 
frequency were: (1) Profound weakness. (2) 
Pigmentation of the skin, low blood pressure, 
nausea and vomiting. (3) Oral pigmentation 
and anorexia. (4) Wasting. (5) Epigastrie 
pain, diarrhea, mental confusion, and irrita- 
bility. (6) Salt eraving. 

All of the patients showed a degree of 
anemia. Unfortunately the records do not 
permit an accurate assessment as to its type. 

In untreated or uncontrolled patients, the 
significant laboratory findings were: (1) Low 
blood chlorides (N 450 to 500 mgm. %). (2) 
Elevated blood potassium. (3) Reversed al- 
bumin globulin ratio. (4) Raised blood non- 
protein nitrogen and urea. (5) Low blood 
sugar. (6) Positive Kepler water test.‘ 

The diagnosis in the majority of cases was 
relatively simple since all suffered from some 
form of tuberculosis. Granted that very toxic 
or terminal cases may exhibit some of the 
symptoms of adrenal hypofunction, the sudden 
appearance of profound weakness, the slower 
development of oral and skin pigmentation, a 
singular sinking. of the systolic blood pressure 
to 90 or less in association with a positive 
‘‘water test’’, leave little to be excluded in the 
differential diagnosis. The bronze skin in the 
two Indians for a time masked the Addisonian 
pigmentation, causing considerable confusion 
and delay in the diagnosis in these cases. 

Death came to one patient through repeated 
massive pulmonary hemorrhages, to another 
from amyloid degeneration of the kidneys and 
to still another in crisis after cholecystectomy. 
The remainder died in crisis. 


Both of the survivors have experienced crisis. 
In one it was a presenting symptom; in the 
other it was precipitated by cystoscopy. 


None of the 7 patients lived two years and only 
five lived one year subsequent to the develop- 
ment of manifest adrenal insufficiency. The 
longest survival period was 21 months, the 
shortest 6 days. The average duration of life 
was 7 months after diagnosis. ' 


The treatment of the disease at Weston 
paralleled the evolution of treatment  else- 
where. For treatment purposes the disease has 
been divided into 3 classes: (1) mild—mainten- 
ance on NaCl alone; (2) moderately severe— 
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maintenance on salt plus spaced subeutaneous 
injections of, or pellet implantation of D.C.A.; 
(3) severe—salt plus constant hormonal therapy. 


Ten cases were treated, 9 were not. None of 
the treated cases fell into the first or mild 
group. Some originally placed in group 2 
rapidly became severe. The two living cases 
require adrenal cortical extract in addition to 
NaCl and D.C.A. in order to maintain control. 
At no time has it been felt that the disease in 
these two was sufficiently stable in hormonal 
requirement to warrant pellet implantation. 
One of the living patients received a course of 
streptomycin for spreading pulmonary disease. 
It was hoped thus to contain the pulmonary 
lesion and so facilitate control of his Addison’s 
disease. This therapy achieved the expected 
result in the chest but left unaltered the course 
of Addison’s disease. Results from replace- 
ment therapy in our cases have not been en- 
couxaging. The length of the survival period 
subsequent to establishment of the diagnosis 
of adrenal disease in the treated cases averaged 
8 months, in the untreated group 4.6 months. 


No discussion of Addison’s disease or its 
treatment is complete without some mention,, 
of adrenal crisis. Recognition of crisis in Addi- 
son’s syndrome is usually simple, but where 
crisis is the presenting symptom of the malady, 
diagnosis may be extremely difficult, and even 
disastrous to the patient before adequate 
measures can be initiated. Immediate intra- 
venous administration of glucose-saline, and 
adrenal cortical extract is essential to recovery. 
From 2,000 to 3,000 ¢.c. of glucose-saline to- 
gether with 25 to 50 ¢.c. or more of ‘cortin with 
or without 25 mgm. of D.C.A. in oil in divided 
doses may be administered in 24 hours. Cortin 
may be repeated as often as is necessary. Too 
much is not harmful, too little may be cata- 
strophic. Subsequent management is depend- 
ent on the clinical response. This usually con- 
sists of smaller and less frequent doses of 
eortin, together with 3 to 6 gm. of NaCl per 
day, plus spaced doses of D.C.A. Maintenance 
replacement therapy can only be established by 
clinical trial. 


In addition to the 19 cases already discussed 
there were 17 others with widespread cortical 
disease without Addison’s disease. Among 
these were 7 cases of bilateral and 3 cases of 
unilateral tuberculosis, 5 cases of amyloid de- 
generation, 1 with secondary carcinoma of one 
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of both 
after 


necrosis 
D164 days 
crisis. 


adrenal, one with massive 
cortices, the latter dying 
nephrectomy, apparently in 


SUMMARY 
1. Thirty-six cases of adrenal disease at this 
hospital have been reviewed. 
2. These were made up of 19 cases with and 
17 without Addison’s disease. 


3. In none of these cases of Addison’s disease ° 


was the adrenal the only site of tuberculosis. 
4. In this series Addison’s disease appeared 
in 9 eases 3 years and less, in 10 eases 4 years 
and more after the diagnosis of tuberculosis. 
5. Adrenal insufficiency was more frequently 
seen in cases with extrapulmonary lesions. 
This is especially true of bone and joint lesions. 


CONCLUSIONS 
1. The occurrence of only 19 eases of Addi- 
son’s disease in 8,292 admissions supports the 
contention that the disease is rare. 


2. Massive destruction of the adrenal cortex 
may exist without Addison’s disease. 

3. Hypoadrenism is not necessarily the as- 
sociate of long standing tuberculosis. 

4. Death following cholecystectomy and 
nephrectomy, and crisis precipitated by cysto- 
scopy demonstrate that major surgery is 
hazardous and that even minor operative pro- 
cedures should be undertaken with caution. 


5. The prognosis of. Addison’s disease when 
the etiological agent is tuberculosis is ex- 
tremely grave. 
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RESUME 

Autrefois on considérait la the comme étant la cause 
premiére avec l’atrophie en deuxiéme place. De plus 
en plus l’atrophie semble vouloir déloger la_ the. 


L’auteur rapporte son expérience dan un hdépital de 
tuberculeux. Sur 8,292 admissions il n’a trouvé que 19 
cas de maladie d’Addison et 17 cas d’atteinte du cortex 
surrénal sans maladie d’Addison. Dans les 19 cas le 
bacille de Koch fut l’agent étiologique en cause. Jamais 
la the ne s’est localisée exclusivement aux surrénales et 
dans la plupart des cas il s’est agi de lésions extra- 
pulmonaires. La maladie d’Addison est apparue dans 
9 cas, 3 ans et moins aprés le diagnostic de la the. et 
dans 10 cas, 4 ans et plus. L’auteur passe ensuite en 
revue le traitement habituel de cette maladie dans toutes 
ses phases et insiste sur le fait que toutes lés inter- 
ventions chirurgicales peuvent occasionner des désastres 
chez ces patients. Yves PREVOST 
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ANAESTHESIA IN THE REPAIR OF 
HERNIA* 


E. B. Campbell, M.D. 
Shouldice Surgery, Toronto, Ont. 


HE object of this paper is to review the 

method of anesthesia used at Shouldice 
Surgery in the surgical repair of 2,874 cases of 
hernia under local anesthesia. 

The 98 cases in which spinal anesthetic was 
used were done early in the series. However, 
this method was given up because of post-opera- 
tive complications which interfered with early 
rising. 

We now use a local infiltration of novoeain for 
all eases except those of children under 12 or 
thereabouts. The youngest case in our series 
done under local anesthesia was 10 years of 
age. The oldest case was 88 vears of age. The 
average age of our patients is 50 plus. 

Many of these cases done under local anes- 
thesia had associated disease which placed them 
definitely in the poor surgical risk class. Our 
method of using local anesthesia is as follows: 

On the night of admission, the patient is given 
er, 1144 of nembutal. This usually enables an 
apprehensive patient to have a night’s rest in- 
stead of lying awake, worrying about the ap- 
proaching operation, In the morning he is given 
nembutal gr. 3 an hour and a half, and 100 
mgm. of demerol (2 ¢.c.) half an hour before 
operation. On arrival in the operating room, it 
still alert and apprehensive, 50 mgm. of demerol 
is given by intramuscular injection. This may 
be repeated at 15 or 20 minute intervals during 
the course of the operation, if required. 

For infiltration of the operative field we start 
with 150 ¢.e. of a 2% solution of novoeain (pro- 
caine) in normal saline. To this is added 50 c.e. 
or more of 1% novocain as required. In an 
average case 4 or 5 gm. of novocain was used 
routinely and we still may use this amount in 
difficult recurrent and incisional hernias. In one 
ease where a bilateral hernia was repaired, a 
total of 10 gm. of novocain was used. We: do 
not add adrenaline to the anesthetic, as it has 
been shown that this increases toxicity of novo- 
cain threefold... A continuous flow Pitkin 
syringe is used to facilitate injection. 

In an inguinal, hernia a wheal is first raised 
with a No. 24 hypodermic needle 2.5 em. medial 


* Read before the Academy of Medicine, Section of 
Surgery, Toronto, April 19, 1949. 
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to the anterior superior spine of the ilium. 
Through this, with a long flexible blunted No. 
19 needle we infiltrate the region of the spine 
of the ilium to eateh branches of the 12th 
thoracie nerve and inject 20 to 30 ¢.c. novoecain 
just under the aponeurosis of the external 
oblique to block the ilio-inguinal and_ ilio- 
hypogastric nerves. We next inject the whole 
operative field from crest to pubis. Care is 
taken to inject just under the skin and to in- 
ject slowly and gently to prevent discomfort 
to the patient. Anesthetic is also injected 
under the skin below the inguinal ligament to 
eatch femoral branches of the genito-femoral 
nerve, and as the dissection proceeds anss- 
thetic is added directly to the ilio-inguinal and 
ilio-hypogastric nerve, and beneath the fascia 
transversalis about the neck of the peritoneal 
sae. 

The course of this anesthetic is very smooth. 
The patient arrives in the operating room in a 
drowsy, relaxed state. Some patients may 
rouse a little as the anesthetic is injected, but 
within a few minutes as the novocain is ab- 
sorbed from the tissues, he drops off into a 
deep sleep. 

The maximum sedative effect of the injected 
novoeain seems to be reached in 15 or 20 
minutes. After this the patient may wake or 
may continue to sleep for the duration of the 
operation. If he shows signs of restlessness or 
discomfort, 50 mgm. of demerol is given intra- 
muscularly. This dosage may be repeated at 
intervals of 15 or 20 minutes. 

The average case requires 2 or 3 ¢.c. during 
an operation. With the preoperative sedative 
this makes a total of 4 or 5 «cc. The largest 
amount we have used in a single ease is 10 e.e., 
i.e., 500 mgm. of demerol. Demerol by its 
analgesic action helps to reduce sensation at 
the operative site. It also reduces the dis- 
comfort which normally arises from lying in 
one fixed position, for the duration of the 
operation. Its hypnotic effect allows the pa- 
tient to sleep, quite oblivious of the operative 
procedure. We also find it helps to produce 
adequate relaxation. ; 

This combination of drugs has been very 
satisfactory in the repair of inguinal hernia. 
The patient sleeps during the greater part of 
the operation, but can easily be aroused at the 
end, and in many eases walks back to bed from 
the operating room. However, there is a great 
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individual variation in reaction to each of the 
drugs used and each’ case must be carefully 
assessed to obtain the best results and to pre- 
vent complications. On the whole, we have 
more trouble from under dosage than from 
overdosage. 


COMPLICATIONS 


It is well known that novoeain can produce 
toxie reactions. These are said to occur most 
often in persons showing hypersensitivity to 
the drug. We have done routine intradermal 
sensitivity tests in over 2,000 cases. These have 
been interpreted as positive in less than 1% of 
cases. However, we have found no correlation 
between a positive skin reaction and reactions 
from injected novoeain. 

1. Nausea.—The commonest complication is 
nausea, noted in 5% of cases in this series. It 
occurs shortly after injection of novoeain, is of 
brief duration, and is rarely associated with 
vomiting unless the patient has had something 
to eat or drink before the operation. When 
nausea occurs it is invariably followed by deep 
sleep. Nausea, aside from the reaction to novo- 
eain is easily produced by traction on the peri- 
toneal sac. This can be prevented by gentle 
handling of the sae and by injecting novocain™ 
under the fascia transversalis and directly into 
the sae. 

2. Restlessness.—Restlessness of the patient is 
a common objection to the use of local anes- 
thesia. One-surgeon has stated that he pre- 
fers not to use local anesthesia in tying off 
varicose veins. In this series we have had to 
supplement our anesthetic with some general 
anesthesia in only 1% of our cases. The most 
difficulty was encountered in young, muscular, 
apprehensive males, in large incisional and re- 
current hernias, and in hernias containing 
large masses of adherent bowel. The best re- 
sults were in middle-aged and older men. They 
are far less apprehensive to start with, they 
go to sleep soon after novocain is injected, and 
remain quiet throughout the operation. In the 
few cases where general anesthetic had to be 
added, open ether was used, and a surprisingly 
small amount was required in each ease. 

3. Respiratory depression.—This may occur as 
a result of novoeain or of demerol or of both. 
Some slowing of respiration was noted in all 
eases. When a patient reaches a state of deep 
sleep his respirations are deep, regular and 
12 to 14 per minute. We have seen marked 
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respiratory depression from a single injection 
of 100 mgm. of demerol before the operation 
had begun, and sudden respiratory depression 
from the accumulated effect of several injec- 
tions of demerol. 


The intravenous administration of 5 e.c. of 
coramine produces dramatic results in respira- 
tory depression, due to demerol. Within a few 
seconds an unconscious, cyanosed patient will 


suddenly awaken and begin to breathe vigor- 


ously. In 1.5% of eases in this series coramine 
was administered for varying degrees of 
respiratory depressions. 


4. Convulsions.—The most severe reaction to 
novocain we have encountered is a full-blown 
convulsion. Pitkin’ states that these invariably 
occur with the intravenous administration with 
as little as 100 mgm. of novoeain, but that 5 gm. 
of novoeain can be used interstitially. In the 
first 1,000 cases of this series convulsions oc- 
eurred in 0.5% of patients. These patients all 
received at least 4 to 5 gm. of novocain. How- 
ever, we have had only 2 convulsions in the last 
2,000 cases. This reduction is due to a better 
understanding of the drugs used, based on elini- 
cal and laboratory experience. We have found, 
and Fleming and Lueas? have demonstrated in 
laboratory animals, that an approaching con- 
vulsion may be averted if the early signs of 
restlessness in an unconscious patient, such as 
muscle twitching, increased respiration and pulse 
rate, and rising blood pressure are recognized, 
and the operation discontinued until this phase 
wears off. Failure to recognize these signs may 
precipitate a full-blown convulsion. We have 
also found that three grains of nembutal pre- 
operatively is more effective in counteracting 
the convulsive effects of novocain than any other 
sedative we have used. 


Demerol was shown by Fleming* to have no 
effect in preventing convulsions and for this 
reason even in older patients we prefer to give 
3 grains of nembutal before operation and re- 
duce the amount of demerol. 


Other minor effects of demerol which disturb 
the patient are an itchy nose, and thirst, pro- 
duced by its atropine-like action. The nurse in 
attendance greatly adds to the comfort of the 
patient by scratching his nose and moistening 
his lips. Other points which must be carefully 
attended to are to see that the patient i8 lying 
on a smooth comfortable mattress, and that re- 
straining straps are not causing discomfort. The 





patient may toss about during the whole opera- 
tion because of a carelessly tied arm strap, al- 
though he is quite oblivious of pain at the 
operative site. 

Postoperative complications.—We have had 
no serious postoperative complications directly 
traceable to the anesthetic agents. Patients 
usually walk back to bed, are up to void in the 
afternoon, and have a light supper. A few 
patients particularly in the older age groups, 
complain of nausea and dizziness for the next 
24 hours, but are able to go home on the third 
day. We have had no eases of pneumonia, 
atelectasis or pulmonary embolus. 

One minor complication due in part to the 
local anesthetic is the appearance of ecchymo- 
sis in the skin about the incision, due to sever- 
ing of small vessels by the needle. This de- 
tracts from the cosmetic result of the opera- 
tion, but soon disappears. 

We have had one death in 3,000 cases. This 
occurred suddenly in a 53 year old male, 11 
hours after his second operation for a bilateral 
inguinal hernia. The operations were done 24 
hours apart, using 2% novocain, with nem- 
butal, and H.M.C. No. 1 as preoperative seda- 
tive. An autopsy was done, but no definite 
cause of death was determined. The patholo- 
gist did not think death was due to anesthetic. 
However, since then, an interval of 48 hours is 
allowed between each operation for a bilateral 
hernia, and sometimes doubtful cases are sent 
home for a longer period between operations. 
There. have been no deaths in the last 2,500 
cases. 


SUMMARY 


I have reviewed the anesthetic method used 
at Shouldice Surgery in the repair of 3,000 
eases of hernia: 

1. 2,874 cases were done under local anesthetic. 

2. A combination of nembutal, demerol and 
local novoecain was used in 2,584 cases. 

3. This has proved to be an excellent method 
of anesthesia to combine with early ambulation. 

4. Our best results were obtained with this 
anesthetic in the repair of inguinal hernia, 
particularly in middle- and older-aged groups. 
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FUSION OF THE SUBASTRAGALOID 
JOINT 


S. V. Railton, M.D., F.R.C.S.[C.] 
Welland, Ont. 


HE purpose of this short paper is to present 
another method of performing subastragaloid 
arthrodesis. It embodies no new surgical 
principles and has been used in only three 
cases to date but it appears to be an excellent 
way’ to produce solid fusion accurately and 
quickly. 

Fractures of the os ecaleis are difficult to 
treat unless there is relatively little disruption 
of the tripod of articulations forming the joint. 
Simple fractures do well when the tuberosity 
itself is properly aligned; and a short period 
of immobilization in plaster suffices. However, 
cases of severe injury to the subastragaloid 
joint almost invariably develop pain. This 
eventually culminates in a disabling traumatic 
arthritis. The feeling is, that by doing an 
arthrodesis within three months of the original 
injury, one can obtain much earlier rehabilita- 
tion of the patient. 

Where one finds injury to the ecaleaneo- 
cuboid joint, as well as the subastragaloid 
joint, experience has shown that fusion of both 
these joints is desirable. In the past there has 
been some discussion as to the advisability of 
fusing the astragalo-scaphoid joint as well. It 
was thought that one would develop an arthri- 
tis in the latter, due to torsion strain on walk- 
ing and weight bearing; however this fear has 
_ been mainly unfounded. 

Several operations have been used to meet 
the problem of complicated fracture of the os 
ealeis. For a time a large operation such as 
a triple arthrodesis was used. In recent years 
however Gallie’s operation has been the most 
popular. This consists of making a mortise in 
the posterior two-thirds of the subastragaloid 
joint, and laying in this, two cortical grafts. 
‘They are so placed that the cortices are back 
to back, which allows the cancellous bone to 
face outwards to fit the sides of the mortise. 
It is a neat operation and very satisfactory 
when properly performed. However it has a 
definite percentage of failures. These can be 
traced to two causes. First, cortical grafts 
often take a long time to unite, and occasionally 
fail to do so. Second, if the surgeon perform- 
ing the operation has not really ineluded 





astragalus and caleaneus in his mortise and 
does not cut his graft to fit accurately, failure 
may again result. 


The method described employs cancellous 
iliae crest bone chips. This has been done in 
other joints very frequently. The chips are 
made small and are obtained from thin slices 
of iliae crest. This seems to encourage faster 
replacement of the grafts. The accuracy of 
boring out the subastragaloid joint is enhanced 
by using a Kirschner wire with x-ray confirma- 
tion of position. A large cannulated drill is 
threaded along the wire. The drill is five- 
eighths inches in diameter and forms a eylindri- 
eal hole. Similar treatment is given the eal- 
caneo-cuboid joint. Access to the joint is ob- 
tained through a different incision than that 
used for Gallie’s operation. This will be 
described below. 


In a severe fracture of the os ecalcis which 
will require subastragaloid and caleaneo-cuboid 
fusion a preliminary operative reduction is 
done. At this time an attempt is made to re- 
store the correct angle of the tuberosity and to 
reduce the abnormal width of the os ealcis. 
The standard method is employed, and the foot 
is then placed in plaster for six weeks, and the 
patient becomes ambulatory as soon as possible. 


Fusion is performed under a pneumatic tour- 
niquet six to eight weeks after the preliminary 
reduction, The patient lies in a semi-prone posi- 
tion on the side opposite to the injury with the 
knee bent. The instep and the inner side of 
the foot lie over a sandbag. An incision is then 
made along the medial side of the Achilles ten- 
don, beginning about four and a half inches 
above the sole of the foot. When the incision 
reaches to within three-quarters of an inch of 
the sole it turns abruptly at a right angle and 
continues laterally and forward to a short dis- 
tance beyond the ealeaneo-cuboid joint. This 
whole flap is then raised with its subeutaneous 
tissues. The Achilles tendon is divided by a 
Z-plasty and the upper and lower ends are re- 
tracted. The ankle joint is first recognized and 
the posterior tibial neurovascular bundle is pro- 
tected by a retractor. A fairly thick Kirschner 
wire is then pushed into the subastragaloid 
joint, using a Roger-Anderson handle with a 
Jacob’s chuck. A second wire is introduced into 
the ealeaneo-cuboid joint. X-rays are then taken 
to verify the correct position of the wires. Par- 
ticularly in the case of the subastragaloid joint 
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one cannot depend on sensation through the drill 
handle, because cancellous bone allows easy pas- 
sage of the wire through the caleaneus, and it 
may not traverse the subastragaloid joint for its 
whole course. 

At this point a mark is made on the five- 
eighths inch drill corresponding with the cor- 
rect length required to fuse the full length of 
the subastragaloid joint. The drill is then 
threaded into the Kirschner wire 
joint is drilled out. A large two-handled breast 
drill is necessary. The caleaneo-cuboid joint 
is treated similarly. 

After changing gowns and gloves some thin 
slices of iliac erest are obtained in amount 
judged adequate to fill the drill holes. The 
slices are cut into small pieces with scissors 
and tamped into the drill holes, using the drill 
for this. It remains only to resuture the 
Achilles tendon and re-appose the skin flaps 
to complete the operation. The foot is then 
placed in plaster, from knees to toes, in the 
optimum position using considerable padding. 
The tourniquet is then removed. 

In the three cases treated in this way during 
the past year, early union and painless function 
have resulted. All have been walking fairly 
comfortably in about four months from the 
time of the original injury. The last case was 
given an interval of six weeks from the time 
of injury until fusion. Within seven weeks of 
fusion he was walking comfortably with ap- 
parently solid union. 

At first thought the operation described ap- 
pears clumsy, and the use of the drill might be 
thought to be unnecessary. However its use 
should insure constantly good results. This is 
because the drill holes will always be accurately 
placed; they will always be adequate in size, 
particularly in transverse diameter: and, in ad- 
dition, since the x-ray with the Kirschner wire 
is available, it allows the full length of the sub- 
astragaloid joint to be measured and fused. This 
appears to be an important point. Short fusions 
may sometimes be the cause of unsatisfactory 
operations. This is thought to be because the 
anterior facets should really be fused in addi- 
tion to the posterior facet in cases in which the 
anterior facets are badly injured. The solid 
fusion of these facets would seem to be impera- 
tive if pain is to be prevented. Failure ta do so 
is a more likely cause of pain than the hypo- 
thetical development of astragalo-scaphoid 
arthritis, 


and the 


The actual operating time is not greatly in- 
ereased in this method, as a pneumatic tourni- 
quet is used, 
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FENESTRATION OF THE INTERNAL 
EAR WITH ANALYSIS OF 33 CASES 


B. W. Tanton, M.D., C.M. 
B.C. 


ENESTRATION of the internal ear for the 

relief of deafness caused by otosclerosis has 
been well established as an accepted procedure. 
The operative technique, as first employed by 
Holmgren and Sourdille, has been so improved 
by such men as Lempert and Shambaugh that 
now we can give our suitable patients a better 
than 70% chance of regaining practical hearing. 

The final answer for a successful operation 
has not been found, but rapid progress has been 
made. Many ideas have been advanced and 
from each mistake something has been learned. 
The latest suggestion of Lempert’s of creating 
a cupula and removing the endosteal layers in- 
tact is, in my opinion, the best within the past 
year. It should greatly decrease labyrinthine 
trauma from the flushing which, in my eases, 
I have taken to be the cause of the comparative 
poor improvement in frequencies over 2048. 

The work of Rosen in evulsing the distal end 
of the chorda tympani nerve, and laying it over 
the fenestra has given some spectacular results 
which merit further investigation. 


Vancouver, 


INDICATIONS FOR F'ENESTRATION 


The selection of patients suitable for fenes- 
tration surgery very often presents a trying 
problem. Many criteria have been laid down 
by Lempert, Shambaugh and Sullivan and 
other recognized authorities in this field, but, 
as we all know, every case has to be judged on 
its individual merits. I think that sometimes 
we are a little too enthusiastic and will operate 
when our chances of success are too small. In 
an analysis of 561 cases who consulted me be- 
cause of hearing difficulty 149, or 26.5% suf- 
fered from a conductive type of deafness, and 
of these, 82, or 14.6% of the total were diag- 
nosed as having clinical otosclerosis, but age 
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and nerve degeneration had taken its toll in 19 
of these, so that only 61 were considered suit- 
able candidates for fenestration surgery; that 
is, of 561 hard of hearing patients examined, 
61, or 10.9%, had hope of getting relief from 
their deafness through a fenestration operation. 

The diagnosis of clinical otosclerosis is based 
on the findings of: 

1. Family history.—This is usually positive 
but not essential. 

2. Progressive deafness.— The degree and 
‘apidity of progression may vary. It is not 
uncommon to have a comparative sudden loss, 
which may stop either permanently or tempo- 
rarily. Pregnancy very often causes an ac- 
celeration of the hearing loss. 

3. The deafness is usually bilateral, but fre- 
quently we all see cases in which only one ear 
is affected. Surgery is not indicated unless 
both ears have lost practical hearing. 

4. Tinnitus is usually present and may be an 
early or late complaint in the course of the 
disease. It may vary in pitch and character 
from a shrill whistle to the ‘‘roaring of the 
sea’? or may even be pulsating. This latter 
type of tinnitus is more usual in the early 
otosclerotie. 

5. Pain or a sense of discomfort over the 
mastoid area is not an infrequent complaint of 
the patients I have seen, although I have not 
seen it referred to in the literature. 

6. The tympanic membrane is usually normal 
or atrophic, but this is not a necessary pre- 
requisite for fenestration, so long as it is intact 
with good cochlear function, as the operation 
will help the deafness due to chronic adhesive 
otitis. 

7. Patent Eustachian tube.—This would ap- 
pear to be essential. 

8. The bone conduction should be good, not 
only with the tuning forks 512, 1024, 2048 
frequencies, but as shown by the audiograms, 
the loss by bone conduction for 512, 1024, 2048 
should not be greater than 30 DB. The bone 
eonduction threshold is always determined 
with. masking in the untested ear. 


OPERATIVE TECHNIQUE EMPLOYED 


Anesthesia. — Intravenous sodium. pentothal 
combined with intratracheal nitrous oxide with 
local infiltration of 1% novoeain. 

The operative technique I employed in these 
cases was the Lempert Nov-ovalis, as taught 





by him prior to the cupula method. The 
fenestra was made over the ampullated end of 
the lateral horizontal semicircular canal. The 
**blue line’? was made as wide as possible be- 
fore removing the endosteal layers. The 
polishing of the fenestral edge was done with 
a gold burr and repeated flushing of the cavity 
during the creation of the fenestra to insure 
washing away all bone dust. Minute inspec- 
tion was made of the flap to insure removal of 
all bone chips. My only variation was in hav- 
ing my assistant hold the flap against the 
anterior canal wall during the creation of the 
fenestra so that it could not fall back and get 
caught in the burr. This has paid dividends, in 
easing the mental strain of being seared of 
having it torn. I covered the flap and tympanic 
membrane with tulle gras mesh eut to shape, 
with a separate piece lining the rest of the 
cavity, packing with sea sponge in 10% sulfa- 
diazine solution as suggested by Shambaugh. 


POSTOPERATIVE CARE 


1. Elevate head of bed 8”; patient lying on operated 
ear for 48 hours.  L 

2. Intravenous 5% glucose saline 1,000 c.c. 
daily as long as vomiting persists. 

3. 30,000 units of penicillin q.3h. for 5 days. New 
using 300,000 of procaine penicillin daily for 5 days. 

4. Removal of sea sponge 5th to 6th day. 

5. Out of bed and sitting in chair day following re- 
moval of sea sponge. 

6. Removal of mesh covering flap 9th to 10th day. 

7. Patient discharged from hospital 11th to 12th day. 

8. Follow up once weekly until cavity is completely 
epithelialized. The following up consists of doing as 
little as possible in the way of cleaning the cavity. The 
postural changes of the average patient are generally 
quite sufficient to keep the cavity clean. It has been my 
unfortunate experienee that the greater the care given 
the more granulations there were, and the more often 
I had an infected cavity with which to deal. Now all 
I do is look and touch the edges of the wound with 2% 
gentian violet or tincture merthiolate; I prefer the 
former. When granulations do occur I curette them out; 
it is my opinion that silver nitrate or any other 
escharotic agent is contraindicated because of the danger 
of the agent irritating and thickening the flap. 


twice 


To date I have employed this technique in 
53 operations, and am reporting my results in 
the first 33 consecutive cases. The oldest case 
was done 2 years and 4 months ago, and the 
last 6 months ago. The audiograms were all 
done by the Orthoptie Clinie with the Maico 
audiometer. In the group are 8 males and 25 
females, the youngest female 23 years old, and 
the oldest 54 years; the youngest male 18 years 
and the oldest 56 years. For purposes of ana- 
lyzing I have divided the eases into 3 categories 
based on the suggestion of Juers and‘Sham- 
baugh. 





370 TANTON : 


FENESTRATION OPERATION 





Canad. M.A. J. 
April 1950, vol. 62 








Class A.— These cases have good cochlear 
function as determined by bone conduction 
audiometry, with no loss for the 512, 1024, 
2048 frequencies below the 30 DB threshold. 
The air conduction curve is flat, or with a 
slight rise for the higher frequencies. The 
threshold for air conduction hearing is not 
lower than the 50-55 DB level. The fork tests 
will show negative Rinne, with good percep- 
tion for the 2048 fork (steel) by BC with mask- 
ing in untested ear. This latter test is one of 
the best criteria for prognosticating the result 
of a fenestration operation. 

Class B.—In this category I have put those 
eases which have less than 30 DB loss by bone 
eonduction for any two of the three (3) so 
ealled ‘‘speech frequencies’’ with loss of 
greater than 30 DB for one of these frequencies. 
It is usually the 2048 frequency that will be 
below the 30 DB line. Or the air conduction 
curve will show a greater loss for the higher 
frequencies than the lower. The bone conduc- 
tion for the 2048 fork will be definitely 
diminished. 

Class C.—This includes eases in which the 
bone conduction curve shows a greater than 
30 DB loss for two of the speech frequencies, 
and the air conduction curve will show even 
greater loss. for the higher frequencies, the 
curve ‘generally being lower than the 60 DB 
level. There is no perception of the 2048 fork 
by BC. 

In Class A.—I have done 23 eases, 5 male and 


that is 87%. There have been 3 closures in 
this group to date, all three occurred around 
the 4th to 5th month, and hearing in these 
three cases is now at the preoperative level. I 
am particularly impressed with the compara- 
tive DB gain for the different frequencies. The 
gain from the operation for the frequencies up 
to and including the 2048 frequency is good 
and is of practical importance, but on the 


_average the gain in frequencies higher than. 


this is insignificant. 


CLAss A 
MMR andesas ecaceinleuene aha een eee on 5 
INES s.7<:ccacdiptarate tate ateret nar elders PURCO® vie aeehwsahs 18 
No. of Cases — 23 
AVERAGE DB GAIN 
256 512 1024 2048 2896 4096 
26.7 29.0 28.2 21.7 13.0 7.0 
PUTIN WHRTUNE oc oc cc dewesvvese 20 (87%) 
REE: dine dandeaweserseavodnms 3 (13%) 


When we look at the individual gain of the 
various patients in this group, we are even 
more impressed with this finding. Why this 
should be so I do not know, perhaps it is my 
technique which is causing labyrinth trauma, 
or too much trauma to the flap, which in turn 
is irritating the labyrinth. 

It is difficult to say whether this is just my 
finding or one common to all operators. The 
majority of the published reports are based on 
the frequencies 512, 1024, 2048 which I feel is 
a great mistake, as the higher tones are 














18 female, with practical hearing in 20 cases, essential for speech intelligibility. I am hope- 
DECIBEL GAIN IN CLASS A PATIENTS 
Patient Months 
No. Age postoperative 256 512 1024 2048 2896 4096 
1 27 18 5 5 10 -5 5 5 
2, 48 6 0 0 0 0 0 0 
3 30 6 0 0 0 0 0 0 
4 45 < -5 0 10 15 0 0 
> 28 14 20 10 20 10 -10 0 
6 46 15 30 25 20 30 15 5 
7 40 a3 30 30 35 20 10 5 
8 32 14 20 20 20 15 0 0 
9 23 13 20 20 15 15 10 10 
10 35 9 40 40 25 25 0 0 
11 49 7 30 20 25 15 10 4 
12 30 15 30 25 35 25 25 10 
13 28 21 15 25 25 35 20 20 
14 34 20 40 45 35 40 30 15 
15 47 11 25 25 15 15 15 25 
16 41 8 40 60 45 35 15 20 
17 51 8 30 45 55 . 20 25 25 
18 41 9 25 oo 25 30 0 0 
19 45 10 45 30 40 35 20 5 
20 41 19 30 * ee 35 25 25 0 
21 47 15 15 25 15 0 0 0 
22 44 10 20 35 30 5 25 -5 
23 32 a 30 35 40 25 165 0 
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ful that Lempert’s suggestion of creating a 
cupula will do much to help results in these 
frequencies. 


C 2 male and 3 
female. In this group you will notice that the 
gain for the higher frequencies is equal to gain 
in the other frequencies—but here we have 
really only 3 cases as the other 1 has closed 
and the other appears to be doing the same, 
so I feel that if this series were larger it would 
show the same as we found in Class A. 





CLass B 
EDI.” iia dca We Weider e Kine OM ae Wecaels aalaletaral ae 2 
BOUIG! ce caclcchs vacsiiaeed og enamaneduelaes 3 
No. of Cases —5 
AVERAGE DB GAIN 
256 512 1024 2048 2896 4096 
21.7 28.3 28.3 26.7 30.0 26.7 
Practical hearing ....scccccccccees 3 (60%) 
TMMPOVEd. ove cccscosscceeevcecors 1 (20%) 
Unchanged (closure) .........+.ee+- 1 (20%) 


Class C.—Five cases—1 male and 4 female. 
The average DB gain is essentially the same 
as in Class A. None have gained what could 
be classified audiometrically as having practi- 
eal hearing, but this group is amongst the most 
satisfied of all my cases. It would be impos- 
sible to convince them that their hearing is not 
‘*practical’’. They will not wear their hearing 
aids, emphatically denying any need for them. 


CLass C 
RR? wags ood stan ok AS atalae whale adalat 1 
WPOIROIOS . cicada uwicenwamms Pammewniee omnes 4 
No. of Cases —5 
AVERAGE DB GAIN 
256 512 1024 2048 2896 4096 
27.0 28.0 17.0 28.0 17.0 10.0 
i Bg MITC ELC ESE TET CCT 0 


Improved 


We must keep in mind that there is no 
absolute method or standard for estimating the 
suecess of results obtained by fenestration. 
Individual factors which enter into the pa- 
tient’s estimate of the success of the operation 
are his particular needs and his degree of deaf- 
ness before operation. Generally speaking, a 
final hearing level of between: 25-35 DB for 
the speech frequencies is sufficient for practi- 
cal purposes. : 


s 
SUMMARY 


I have presented my findings in 33 fenestra- 
tions—8 male and 25 female; 23, or 69.7% have 
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practical hearing; 6, or 18.2% have improve- 
ment, and 4 have reverted to preoperative 
hearing. But, even more important to me than 
the above is that of these 33 patients, 29, or 
87.9% are satisfied with their result and con- 
sider their hearing practical. 
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CASE REPORTS 
THE HIND QUARTER AMPUTATION* 
J. C. Armour and R. W. Lawson 
Montreal, Que. 


‘‘T ask my younger colleagues to believe that if they 
will deal with malignant disease vigorously and 
thoroughly, their prowess will many times be rewarded. ’’ 
—Grey Turner.1 


With many types of cancer campaigns im 
progress, it might be desirable to draw atten- 
tion to this unusual operative procedure in 
order that its benefits may be supplied to cases 
who might otherwise be denied the chance of 
a longer, more useful and more comfortable 
life. 

Descriptions of operative techniques dealing 
with the hind quarter amputation are lacking 
in the majority of standard text books of sur- 
gery: This is beeause the operation in former 
times was impractical due to the high mor- 
tality: It is one of many radical procedures, 
which during the past ten years has become 
feasible due to a better understanding and 
treatment of surgical shock and infections. In 
fact, the reported mortality of hind quarter 
operations has dropped from over 56% as of 
1935 to less than 14% at the present time. It 
is safe to assume that the mortality of the 
operation has indeed been much higher than 
the available figures show, due to a disinclina- 
tion of surgeons to publish unfavourable re- 
sults. Billroth, Jaboulay and Cacciopoli, out- 
standing surgeons of the past century did 


*From the Department of Surgery, Royal Victoria 
Hospital, Montreal. 
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perform this type of amputation but Girard? in 
1895 in France, was the first to have a success- 
ful postoperative outcome. Since that time, a 
continuous trickle of isolated cases has been 
reported in the literature. These have been 
collected and studied by Gordon Taylor* in 
1940 and Leighton* in 1942. In 1945 Suger- 
baker and Ackerman® made a complete survey 
and diseussed 132 cases. In reviewing the 
literature, one is impressed by the lack of 
eareful follow-up — studies 
Nevertheless, several cases of malignant tu- 
mours have been reported to have survived 
this amputation from five to nine years. The 
operation is indicated for malignant disease in- 
volving the pelvic bones and/or upper femur, 
some cases of tuberculous joint disease and 
certain large benign tumours of the pelvis. We 
wish to report a case with several interesting 
aspects. 


The patient was a 15-year old Hebrew, attending 
second year high school, who enjoyed good health until 
November, 1944. Then, he noticed intermittent aching 
pains extending from the left hip joint to the knee. 
There was no prior history of trauma. The pains would 
disappear for short periods only to recur with increasing 
intensity. They often awakened him at night. They 
were aggravated by walking. The family doctor had 
proposed a diagnosis of ‘‘growing pains’’. On one 
occasion in January, 1945, while skating, he stumbled, 
fell and was unable to get up. This incident aggravated 
the pain and his thigh became swollen. X-rays were 
taken at this time and showed a destructive lesion in 
the femur. He was admitted to another hospital, where 
a diagnosis of Ewing’s tumour was made following a 
biopsy. A marked deterioration in the patient’s health 
now occurred, characterized by general malaise and per- 
sistent elevation of temperature. The wound did not 
heal and the operative area became infected. However, 
he was discharged to his home on February 16. Three 
days later while getting out of bed to go to the bath- 
room, he felt his leg snap and he collapsed to the floor. 
A few hours later, he was admitted to the Royal Victoria 
Hospital. 

The past history and family history were negative. 

Physical examination.—The general examination was 
not remarkable except for gross swelling, tenderness and 
deformity of the right thigh. On the lateral surface of 
the thigh a small unhealed septic wound was present. 
The patient looked acutely ill, his temperature was 99.5°. 
X-ray examination of the chest was negative. Dr. E. C. 
Brooks reported on the x-ray examination of the left 
femur as follows (Fig. 1). ‘‘The left femur is the site 
of considerable structural abnormality extending from 
the base of the greater trochanter down into the mid- 
third of the shaft with pathological fracture about the 
mid-portion of the upper third. The distal fragment is 
displaced and angulated to about 45°. Surrounding the 
fracture, there is an area of abnormal architecture con- 
sisting of longitudinal trabeculations of cortical bone 
and rarefaction. There is a laminal tendency of the 
deposition of new bone about the periphery. What ap- 
pears to be a gross soft tissue mass is present on the 
medial side of the fracture. The appearance is com- 
patible with that of a primary neoplasm of which 
Ewing’s tumour is the most probable.’’ . 

The preoperative work-up revealed nothing of particu- 
lar interest. Blood studies showed an increase in poly- 
morphonuclears and monocytes with a markedly in- 
creased sedimentation velocity. There was a moderate 





postoperatively. 


hypochromic anemia with about 2% of the erythrocytes 
reticulated. Red blood count was 3,900,000 and the 
Hgb. 50%. The limb was supported in a Thomas splint. 
A high protein diet supplemented with vitamins and 
minerals together with several transfusions of whole 
blood served to greatly improve his general condition. 

Anesthetic.—Preoperative medication consisted of 
morphine, grains 1/6 and hyoscine, grains 1/150 one 
hour prior to operation. A spinal anesthetic was ad- 
ministered using 1 1/2 ¢.c. of 1/200 nupercaine dissolved 
in 1 1/4 e«.c. of 10% glucose. This was injected at L-2 
in the right lateral position. During the latter part of 
the operation, the anesthetic was supplemented with 
nitrous oxide, oxygen and ether, on two occasions, 5 
minims of neosynephrine were given to support the blood 
pressure. : 

Operation.—The incision was commenced just above 
Poupart’s ligament lateral to the femoral pulsation. 
This was extended upwards and backwards over the 
crest of the ileum as far down as the great sciatic notch. 
Bleeders were carefully arrested and every effort was 
made to lose as little blood as possible. The medial end 
of the incision was then directed vertically downwards 
to the middle third of the thigh and then carried 
medially at right angles. The lateral femoral circumflex 
branch of the femoral artery was sectioned and ligated 





Fag. 1 


Fig. 2 


at the upper end of Hunter’s canal. The medial flap 
containing a good blood supply was then reflected from 
the thigh muscles. The patient was next turned on his 
right side and the two ends of the skin incision were 
joined by a vertical extension. A Gigli saw was passed 
through the greater sciatic notch and the iliae wing was 
sectioned just distal to its sacral articulation. The saw 
was now passed through the obturator foramen medial 
to the obturator artery and both pubic rami were sec- 
tioned. Dissection was carried down the posterior 
aspect of the thigh and the limb separated. Bleeding 
vessels were ligated as they were encountered. We did 
not ligate the internal iliac artery for fear of com- 
promising the blood supply of the skin flap. The margin 
of the iliacus muscle which had been separated from 
the ilium was then sutured to the internal oblique and 
transversus muscles. The fascia of the medical flap was 
turned upwards and sutured to the external oblique 
aponeurosis and the edge of the posterior origin of the 
gluteous maximus. Two cigarette drains were inserted 
up through the inferior angle of the wound. The skin 
edges were approximated with interrupted silk sutures 
and skin clips, A firm pressure dressing was applied. 

At the conclusion of the operation, the effects of 
operative trauma were apparent. The patient was in 
shock. Oxygen was administered through a _ nasal 
catheter at a rate of six litres per minute and the foot 
of the bed was elevated; blood transfusion had been 
started at the beginning of the' operation, and was con- 
tinued. By this time he had received 4,060 ¢.c. of blood. 
However, two hours later the blood pressure was 120/80 














Canad. M.A. J. 
April 1950, vol. 62 


and the pulse 120, On the third day, the dressing was 
changed and the drains were removed. It was gratifying 
to note the prompt disappearance of the malignant 
cachexia and the return of appetite and strength. The 
skin clips were removed on the 5th day and the sutures 
on the 11th postoperative day. He was up on the 13th 
postoperative day and at this time crutches were 
supplied (Fig. 2). Within a few days, he was able to 
get about the ward with remarkable facility. He was 
discharged on the 18th postoperative day. 

The pathological report in brief was as follows: ‘‘A 
large, soft, fleshy, greyish pink tumour is seen to lie 
upon and to involve the neck of the femur and the 
upper 14 of the medial and anterior aspect of the shaft. 
The tumour is adherent to muscle, but is also partially 
encapsulated. The shaft of the bone at the lower end 
of the tumour is eroded by tumour and shows a recent 
transverse fracture with a good deal of blood clot in 
the area. 

‘“ Microscopic examination.—Section shows a diffuse 
growth of moderate sized hyperchromatic cells that are 
round or spindle shaped and rather closely packed. The 
nuclei are round or oval and vesicular with irregularly 
distributed coarse clumps and granules of chromatin. 
There is relatively little cytoplasm with ill-defined 
margins which often tend to run into those of adjacent 
cells in a syncytial manner. 

“* Anatomical swummary.—The cell type is somewhat 
less differentiated than usual; however we feel that this 
may be considered a variant of Ewing’s tumour of 
bone.’’ 


Follow-up notes. — Following discharge, his 
gain in weight and strength continued and.-in 
three weeks he was attending various social 
funetions. In October, 1945, he gained full 
time employment with a jeweller and_ has 
worked steadily since. He has had no physical 
complaints. At regular intervals he has under- 
gone re-examination for the purpose of dis- 
covering metastases. In August, 1945, the 
chest x-ray appeared to show’ pulmonary 
metastases. The shadows subsequently dis- 
appeared. Stereoscopic x-ray of the chest 
March 12, 1946, was reported on as follows: 
‘‘The round deposits which were observed in 
the lung fields in August, 1945, and which were 
interpreted as unquestionable evidence of 
pulmonary metastases, have subsequently dis- 
appeared. I would regard this chest as being 
essentially healthy, if I had not had the previ- 
ous history.’’ 

This case is described, primarily, to draw 
attention to a practical method of handling 
lesions in a difficult situation. Such eases are 
not common and as a consequence the phy- 
sician responsible for the patient’s welfare may 
not be aware of the therapeutic possibilities. 
While it is rather premature to submit this 
patient’s history from the standpoint ‘of sur- 
gery of malignant disease, our case has had 
over five vears of active useful life and is con- 
tinuing in excellent health. He was able to 
obtain a specially made prosthesis from the 
Hanger Limb Company. He has found this 
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very helpful. The ability to walk with comfort 
on this prosthesis has had a good effect on his 
morale. The disappearance of the pulmonary 
shadows which were interpreted as being meta- 
static cannot be explained. At no time did he 





Fig. 3 


receive x-ray therapy. <A _ photograph 
taken two years postoperatively and again 
four vears postoperatively (Fig. 3). 


was 


SUMMARY 


The deseription of the hind quarter amputa- 
tion while omitted from most standard surgi- 
eal text books is a practical and valuable 
procedure. A. satisfactory operation is de- 
seribed with a report of a ease. 
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REITER’S SYNDROME* 


G. E. Ffrench, M.A., M.D. and 
M. L. Mador, M.D. 


Halifax, NWS. 


The condition known as Reiter’s syndrome 
consists essentially of a polyarthritis, urethritis 
and conjunctivitis: Reiter’* described a single 
case with this triad and in addition a fever and 
bloody diarrhea. The first report from this 
side of the Atlantic came from Bauer and 
Engleman® who described six cases, which did 
not conform exactly with Reiter’s original 
description. Jackson® quotes Miller and Me- 
Intyre in reporting that up to 1945 only 65 
cases had been noted in the literature, and of 
those, most were from Germany. However, 
since then, many cases have been reported, 
some in combination with other manifestations, 
and its relationship with abacterial pyuria has 
been discussed. 

Harkness’ feels that Reiter’s original case 
was obviously one of dysenterice polyarthritis in 
which urethritis and conjunctivitis have been 
known to oceur (Herson,’ Marsh,"'). At 
present it is felt that the condition now known 
as Reiter’s syndrome is distinct from dysenteric 
polyarthritis. It certainly seems to bear some 
relationship to coitus, as Baines’? has sug- 
gested, but little headway has been made in 
determining this. A considerable amount of 
experimental work has been done on animals 
(Findlay et al,® Preston,'*). with the result that 
organisms were cultured which resembled that 
of pleuropneumonia of cattle and contagious 
agalactia of sheep. Further, Warthin’® reports 
the culture of pleuropneumonia-like organisms 
from the urine and joint fluid of two cases of 
Reiter’s syndrome, confirming the previous 
work of Dienes and Smith.* It would appear 
that further study of exudates from eases of 
Reiter’s syndrome with reference to the pleuro- 
pneumonia-like organisms should be made. A 
critical review by the present authors, of the 


* From the Medical and Urological Services of Camp 
Hill Hospital, Department of Veterans’ Affairs, Halifax, 
Nova Scotia. 
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knowledge gained up to the present is pub- 
lished elsewhere.® 

All eases to date, with the exception of two 
in women (Marshall,’?), have oceurred in males. 


. The majority are in the third decade, the age 


spread being between 16 and 55, the latter case 
reported by Letchner.'’° The condition is 
essentially a self-limiting one with a frequent 
tendency to recurrence, which is estimated to 
be in the region of 25%. The prognosis for life 


~-is excellent, but the residual disabilities from 


corneal ulceration, iritis, urinary tract involve- 
ment and arthritis may present grave problems. 

With regard to the treatment, there is as yet 
no drug or system of therapy which has a 
specific effect upon the condition: however, the 
organic arsenicals have, it seems, a specific 
effect upon the urethritis. Baines? has shown 
that the urinary symptoms of both Reiter’s 
syndrome and abacterial pyuria show a good 
response to NAB, with no relapse up to nine 
months; he noted that there was no apparent 
effect upon the joint lesions although no new 
ones were noted after the commencement of 
treatment. Warthin’® has commented upon 
the effect of streptomycin in four cases: he 
shows a justifiable wariness in interpreting his 
results, but he felt that they were sufficiently 
promising to justify further use of this drug 
in eases belonging to this group. 


The patient, a white single male of 28 was admitted 
to Camp Hill Hospital on January 27, 1949, complaining 
of swelling of the left ankle with pain, also similar 
symptoms in the right knee and pain and limitation of 
movement in the right shoulder. The history of the 
present condition was as follows: one month prior to 
admission he slipped on the ice and wrenched his back; 
at the same time he had a heavy cold. After several 
days’ bed rest, he developed a whitish-yellow urethral 
discharge with pain on urinating. He continued to pass 
obvious debris into the urine bottle and called in his 
doctor. The latter treated him with two injections, at 
a four day interval, of procaine penicillin in oil with 
2% aluminium monostearate, each of 300,000 units and 
also an unspecified quantity of sulfa drug was given over 
a period of a week. Shortly after the first penicillin 
injection he developed a non-irritant superficial ulcera- 
tion of his glans penis which lasted a few days and then 
cleared completely; he is unable to give a good descrip- 
tion of this rash. Towards the end of the first week 
he developed pain, redness and swelling in the right knee, 
from which fluid was aspirated by his doctor; a short 
while later he developed similar symptoms in his left 
ankle and both wrists and also a muco-purulent dis- 
charge from both eyes, which lasted four days and 
cleared spontaneously. He remained in bed with 
gradual abatement of his symptoms until his admission 
to hospital. He states that there had been no exposure 
to infection through coitus within the previous three 
weeks. 


His previous history was interesting. In early 1945, 
while in Holland serving with the army, he was exposed 
to infection and developed a painful urethritis within a 
few days. He was examined and repeated smears were 
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negative, the diagnosis being a non-specific urethritis. 
He was given an unspecified quantity of sulfa drug and 
penicillin over a few days with disappearance of his 
symptoms gradually, though he is not sure how long 
this took. He remained well until early in 1946, shortly 
after his normal discharge from the army, when he was 
admitted to Camp Hill Hospital with a diagnosis of re- 
active anxiety state; for this he received insulin therapy 
and was discharged having shown moderate improve- 
ment. He remained well until May, 1947, when he was 
again admitted to Camp Hill Hospital, with symptoms 
identical with those of the present admission. He had 
not been exposed to infection for over two weeks. He 
was also running a fever of 101° F. which gradually 
subsided over four weeks. 

On the third day of his admission he had sounds 
passed, F. 20 with difficulty, F. 22 with bleeding, and a 
diagnosis of stricture of the anterior urethra was made. 
The ‘arthritis symptoms appeared three days after the 
sounds were passed, involving the wrists and the right 
knee. Genito-urinary examination at that time revealed 
a boggy, tender prostate gland with smears showing 
many pus cells but no organisms, but culture grew Staph. 
aureus pyogenes: at no time were gonococei found. The 
sedimentation rate at that time was 34 W.&L. in the 
first hour and the white count 10,000 with an eosino- 
philia of 7%. He was given penicillin 40,000 units at 
three-hourly intervals over 19 days and an unspecified 
amount of sulfathiazole. Three days after the start of 
the penicillin treatment he developed a superficial ulcera- 
tion of his glans penis, which was thought to be a 
penicillin sensitivity reaction: this cleared spontaneously 
however and the penicillin was continued. He also com- 
plained of loss of appetite and was given insulin 10 
units t.i.d. a.c. for two weeks with considerable improve- 
ment. Finally his joint symptoms improved to allow 
him graduated physiotherapy and he was finally dis- 
charged recovered after three months in _ hospital, 
sedimentation rate 8 W.&L., eosinophiles 4%. He re- 
mained well until his present admission. 

On this present admission he appeared a well-built 
young man whose general clinical examination revealed 
no abnormality apart from the joints of which he com- 
plained; there was no evidence at this time of eye 
inflammation or of inflammation of the external genitals. 
There was puffiness over the medial aspect of the left 
ankle with pain on pressure and limitation of all move- 
ments to 40% of normal, limitation of full flexion of 
the right knee with weakness and slight wasting of the 
right quadriceps; limitation of flexion of both wrists 
and also the distal inter-phalangeal joints of the fingers. 
There was fixation in semi-flexion of the proximal inter- 
phalangeal joint of the right little finger and some 
wasting of the interossei muscles of the hands was noted. 
There was also limitation of abduction and rotation 
movements of the right shoulder. Urological examina- 
tion was as follows: the two-glass test showed no gross 
abnormality, the genitalia were negative, the prostate 
slightly enlarged and boggy, the smear showing scattered 
pus cells but no organisms were seen or cultured. Sounds 
were not passed at this time; the urine showed many 
shreds microscopically but no organisms were grown. 


Culture of the conjunctive was negative on the usual 
media. The sedimentation rate was high, 37 W.&L., 
white count 10,450 with a normal differential count: 
a mild hypochromic anemia was reported. The Kahn 
presumptive reaction was negative: blood uric acid was 
3.4 mgm. %. Culture of the stools revealed no intestinal 
pathogens. A suggestion had been made on the previ- 
ous admission that he might be sensitive to penicillin 
and accordingly an intradermal test was carried out with 
a negative result. 


The only radiographic changes were seen in the bones 
of the metacarpo-phalangeal joints, which showed slight 
decalcification as compared with plates taken nearly two 
years previously. The electrocardiogram showed no ab- 
normality. There was no fever at any time during his 
stay in hospital. He was put on strict bed rest for six 
days until there was no longer any pain or swelling 
in the affected joints and then was given graduated 











physiotherapy designed to improve the muscle power, 
range of movement and the circulation in the affected 
areas. He made steady progress, there being no relapse. 
Urethral sounds were then passed up to F. 24 showing 
an improvement over the previous examination in 1947. 
He was discharged four weeks after admission, to con- 
tinue with physiotherapy as an out-patient. His sedi- 
mentation rate at this time was 20 W.&L. with a normal 
differential white count. 


DISCUSSION 


We have reported the case of a patient with 
Reiter’s syndrome who came to hospital, on his 
latest admission, at the beginning of the re- 
covery stage of his third exacerbation in three 
and a half years. The first attack apparently 
consisted of a non-specific urethritis only, but 
in the second, arthritis made its appearance 
and in the third, conjunctivitis was added: 
only then was a satisfactory diagnosis made. 
The failure to develop all three of the main 
symptoms has been commented upon by several 
writers recently, some of whom hold the ease 
is not a true Reiter’s syndrome unless these 
three are present: however, it is possible that 
if a thorough search is made into the history 
the triad and more may be revealed. In this 
patient’s latest attack he did not volunteer the 
information concerning the eye symptoms or 
the rash on his penis, but recalled them at once 
when the suggestion was made. iy 

Two cases reportedby Twiss and Douglas’® 
are of interest because they show the relation- 
ship of previous injury in a joint to the onset 
of symptoms in that and other joints, and 
secondly because their cases parallel the one 
reported above in regard to the radiological 
findings, eosinophilia (during the second epi- 
sode in our ease) and the finding of a urethral 
stricture. 

From a study of the literature and in our 
own opinion, there is evidence that coitus plays 
a part, the nature of which is still uncertain. 

We are indebted to Dr. R. M. MacDonald, Director 
of the Medical Service and to Dr. C. L. Gosse, Director 


of the Urological Service for their criticism and per- 
mission to use the material. 
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PAPILLOMA OF THE LARYNX IN A 
BOY AGE 7 


J. W. Babb, M.D., and W. N. Hardman, M.D. 
London, Ont. 


D.W., a white male, age 7 years, was seen 
first on May 24, 1949, with a complaint of 
hoarseness which had been increasing gradually 
during the previous two years. At the time of 
this examination, he was unable to talk above 
a coarse whisper. There was no dyspnea, 
weight loss, or glandular enlargement. 

Indirect laryngoscopy was not entirely 
satisfactory, but a papillomatous growth could 
be seen projecting posteriorly from the region 
of the anterior commissure. The nose, sinuses 
and ears were normal. The tonsils and adenoids 
had been satisfactorily removed. 





Fig. 1 


On May 27, under general anesthesia, as de- 
seribed below, direct laryngoscopy was per- 
formed. A ‘‘warty’’ sessile growth was ob- 
served involving the anterior third of the right 
true vocal cord and the anterior commissure and 
extending for a short distance subglottically. 
This tumour was removed by means of an 
angular laryngeal cup forceps, with very little 
bleeding. The pathological diagnosis was 
‘*henign papilloma’’. 

3y June 6, the patient was able to talk with 
a clear tone, following an uneventful recovery 
from the operation. A mirror examination of 
the larynx showed both cords to be intact, with 
normal colour and motility. The patient will 
be followed closely for any evidence of recur- 


rence, 





The anesthesia in this instance was success- 
fully accomplished in the following manner: 
preoperative sedation of morphine gr. 4 and 
atropine gr. 1/250 subeutaneously, one-half hour 
before the operation. Basal anesthesia was em- 
ployed using avertin, with amylene hydrate 100 
mgm, per kilo, As soon as the child was sleeping, 
a nasopharyngeal tube was inserted and con- 
nected to a Heidbrink gas machine. Nitrous 
oxide, oxygen and ether were then admin- 
istered and the child carried to plane 2 (Guedel 
classification). When the vocal cords were ex- 
posed, some difficulty was encountered because 
of transient laryngospasm. To counteract this, 
the cords were sprayed with 4% solution of 
cocaine hydrochloride, following which excision 
of the papilloma was performed. The child 
was removed to the recovery room and care- 
fully supervised. Recovery without respiratory 
obstruction was apparent within one hour. 


A CASE OF PERITONEAL 
ENDOTHELIOMA* 


W. H. Mathews, M.D. 
Montreal, Que. 


Endothelioma or mesothelioma of the serous 
membranes is an uncommon neoplasm, and one 
which is not generally accepted as such. Willis* 
is probably the best example of an author who 
denies the existence of such tumours and in his 
recent book states that these tumours are all 
examples of metastatic carcinoma of undis- 
covered primary origin. Most of the standard 
textbooks, however, do admit the existence of 
pleural or peritoneal endothelioma as an entity. 


We believe that the following case must be 
classified as a peritoneal endothelioma or 
mesothelioma. 


The patient, a male of 59 years, was first admitted 
to the Montreal General Hospital in March, 1946, with 
complaints of a progressive enlargement of the abdomen 
over the preceding three months, together with the loss 
of six pounds in weight during this period. The past 
and personal history and functional enquiry were not 
considered to be significant. He exhibited pallor, ab- 
dominal distension with signs of fluid, a direct inguinal 
hernia on the right side and no other abnormal physical 
findings. The laboratory examinations consisted of 
normal urinalysis, hemoglobin 78%, erythrocytes 3.9 
million, leucocytes 7,100 with a normal differential count, 
red cell diameter 7.6 microns, prothrombin time 15 
seconds, and platelets 148,000. There was a gastric 
hypochlorhydria and the blood Wassermann was negative. 


* From the Pathological Laboratories of the Montreal 
General Hospital, Montreal. 
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The blood urea nitrogen was 14 mgm. %, fasting sugar 
0.108% and the van den Bergh 0.4 units. The serum 
proteins totalled 4.70 and 5.78% with albumin 3.30% 
and globulin 1.40%. The Takata-Ara reaction was nega- 
tive, the galactose tolerance test was normal, urinary 
urobilinogen was present in a 1:25 dilution. Chest x-rays, 
barium series and barium enema revealed no abnormal 
findings, apart from calcified lymph nodes anterior to the 
fifth lumbar vertebra. 

He was treated with a high carbohydrate and protein, 
low fat diet, liver extract intramuscularly and hydrolized 
protein intravenously. Multiple abdominal paracenteses 
yielded abundant pale, thin, ascitic fluid which contained 
leucocytes of polymorphonuclear and lymphocytic types 
together with endothelial cells. With treatment the 
anemia improved but the ascites recurred and he was 
discharged two months later to a convalescent home. 
The clinical diagnosis was portal cirrhosis of the liver 
with ascites and malnutrition. : 

He was re-admitted in April, 1947, with the interval 
history that he returned home but not to work after one 
month of convalescence, and that he felt reasonably well 
until November, 1946, although his appetite was poor, 
and that 15 pounds in weight was lost in the last six 
months. Since December, 1946, his abdomen gradually 





SB cam Sta ua & $s 
Fig. 1—Appendix mesentery with muscle coat at 
upper right. Note the cellular proliferation over the 
peritoneal surfaces. x 30. Fig. 2.—Omentum with the 
peritoneal surfaces showing diffuse papillary prolifera- 
tion of the endothelium. x 30: Fig. 3—Omentum as 
in Fig. 2. Note the inflammatory reaction in the 
deeper tissues. x 100. Fig. 4.—Omentum as in Fig. 2. 


x 200. 


increased in size, his appetite failed and weakness in- 
creased. Apart from gaseous eructations, there were no 
other abdominal symptoms. The physical examination 
had not changed. The serum bilirubin was 0.1 mgm. %, 
the Takata-Ara and cephalin flocculation tests were nega- 
tive, and the total protein level was now 6.31 gm. %. 
yall bladder visualization was unsuccessful and all other 
x-ray examinations were negative. The anemia was im- 
proved. Abdominal paracenteses yielded similar fluid. 

A surgical consultation was held and intervention to 
relieve portal hypertension was decided upon. At the 
operation the liver appeared to be normal and the spleen 
was free and of normal size. Dilatation of the gastro- 
epiploic, esophageal and splenic veins was noted, to- 
gether with dilatation and tortuosity of a vein on the 
anterior surface of the pancreas. Behind this latter vein 
there was a subperitoneal firm, white plaque on the 


anterior surface of the body of the pancreas. The spleen 
was resected with the idea that a later spleno-renal 
venous anastomosis might be performed. The postopera- 
tive convalescence was uneventful and at the time of dis- 
charge in July, 1947, the ascites had not recurred. The 
spleen revealed no significant lesion on pathological 
examination. 

He was re-admitted to the medical service in October, 
1947, with recurrent ascites, loss of weight, easy fatiga- 
bility and shortness of breath. No additional physical 
findings were present. The anemia was improved, the 
erythrocytes now totalling 4.4 million. The serum bili- 
rubin was 0.1 mgm. % and the cephalin flocculation, 
Takata-Ara and bromsulphalein tests were negative. 
The alkaline phosphatase was 5 units. X-rays were again 
essentially negative. The clinical diagnosis was recurrent 
ascites of undetermined nature. He was treated by a 
high caloric, high vitamin diet and liver extract. 
Multiple abdominal paracenteses were performed, the 
ascitic fluid being rather thick opalescent and yellow 
with a specific gravity of 1.020. Again, only leucocytes 
and endothelial cells were identified. The tuberculin re- 
action was faintly positive at a dilution of 1:10,000 and 
on this basis the possibility of a tuberculous peritonitis 
was entertained. Ultra-violet light therapy to the ab- 
domen had no effect on the ascites. He was discharged 
to a convalescent home on January 28, 1948. 

He was re-admitted to the surgical service in Septem- 
ber, 1948, having had repeated abdominal paracenteses in 
the interval and with his general condition about the 
same as on discharge. The laboratory examinations were 
much as detailed during the previous admissions. 

On September 23, a laparotomy was performed. The 
ascitic fluid removed clotted on standing. The liver ap- 
peared normal as did the gastro-intestinal tract except 
for a nodular enlargement at the tip of the appendix 
and this was adherent to a sigmoid diverticulum. In 
the pelvis there was what is described as a chronic peri- 
tonitis and a plaque-like area of thickened, white ma- 
terial in the retroperitoneal tissues of the right side 
The entire peritoneum was granular in character, red- 
dened and soft, suggesting a diffuse inflammatory or 
neoplastic process. There were calcified lymph nodes in 
the ileo-czecal angle. No peritoneal adhesions were evi- 
dent. The appendix and the greater omentum were re- 
moved for histological study. The operative diagnosis 
was ‘‘tuberculosis of the appendix with secondary 
lymphadenitis of the ileo-cecal angle and tertiary tuber- 
culous peritonitis’’. 

He was discharged to a convalescent home on October 
25, 1948, to return to the Out-patient Department for 
abdominal paracenteses, and at the time of writing in 
February, 1949, remains in much the same general con- 
dition. 

Pathological examination.—The specimens removed at 
operation consist of an appendix and a broad, flat sheet 
of omentum. The appendix, measuring 4.5 em. in length 
has a uniform diameter of 0.9 cm., except at the tip 
where there is a bulbous swelling 1.5 em. in diameter, 
fused with the actual tip of the organ and which on 
section has an encapsulated, soft, caseous consistency 
and is of a pale yellow colour with fine orange-coloured 
streaks beneath the limiting capsule. This is distinct 
from the appendix. The appendicular serosa and mesen- 
tery is of a pinkish-red hue, appearing hyperemic and 
with minute yellowish-white flecks scattered throughout 
the mesenteric fat. The appendicular lumen is patent, 
though narrow throughout and contains little soft, fecal 
material. The wall is thick and pale in colour. 

The omental tissue consists of a quadrangular, flat- 
tened sheet, approximately 14.0 cm. in diameter and 
averaging 4.0 cm. in thickness. It has a uniform, hyper- 
emic fatty structure with myriads of minute yellow 
flecks scattered throughout its substance, and on palpa- 
tion has an abnormal, fine granularity. 

Blocks of tissue were removed from the appendix, 
transversely through the base and midpoint and longi- 
tudinally through the tip, to include the adhering nodule. 
Blocks of tissue through the omentum were also cut and 
all were fixed in Bouin’s solution. These were embedded 
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in paraffin and sections were stained by a routine 
hematoxylin, phloxine and saffron method, as well as 
by Masson’s trichrome, Mallory’s phosphotungstic acid 
hematoxylin and Mayer’s muci-carmine methods. 

The microscopic sections of the appendix reveal a 
narrow, empty lumen, mildly atrophic mucous membrane, 
thickened fatty submucosal coat and mildly hyper- 
trophied muscularis, with no essential lesion of these 


coats. The serosal coat is somewhat thickened by an 
increase of the subendothelial connective tissue. This 


coat is mildly hyperemic and reveals scattered small foci 
of lymphocytic exudate. On the serosal surface and im- 
mediately beneath it, there is a narrow zone of cellular 


proliferation similar to that seen in the peritoneal, endo-. 


thelial hyperplasia of chronic irritative states of the 
serous membrane, but more marked and atypical. The 
cell type is a pseudo-epithelial one, of a cuboidal or low 
columnar shape, approximating a diameter of 20 microns. 
Where separated, there is a tendency for the cells to 
become rounded in outline. The cytoplasm is eosino- 
philie with a rather homogeneous character, although 
sometimes it is seen to be finely vacuolated. The cell 
nuclei are generally rounded or of a plump ovoid shape 
and they occupy approximately 50% or less of the total 
cell volume. In the rounded or polyhedral forms they 
are centrally placed, but in the more flattened and 
elongated forms there is a tendency for the nucleus to be 
flattened and elongated and to be situated close to the 
base of the cell. ‘Che nuclear membrane is distinct and 
has fine chromatin granules aggregated along its inner 
margin. The nuclearplasm is pale and contains a dusting 
of very minute chromatin particles, and a nucleolus, 
palely eosinophilic in staining character, usually eccentric 
in the nucleus, and whose diameter equals about one 
fourth or fifth of that of the nucleus. There is a mini- 
mal variation in nuclear size and shape. Mitotic division 
is not evident though occasional binucleate cells are seen. 
Cilia are not evident on the free borders. 

The cells are arranged in a narrow membrane along 
the serosal surface of the appendix and over that of the 
appendicular mesentery, sometimes in a single palisaded 
layer but often in a multilayered fashion. Beneath the 
surface layer in a narrow zone the same cells are ar- 
ranged in small, compact, solid nests and elongated cords, 
apparently growing or infiltrating in the loose connective 
tissues and here being associated with a fairly marked 
lymphocytic exudate, and some scattered polymorphonu- 
clear leucocytes. Sometimes the cells are seen arranged 
in a pseudo-glandular or pseudo-rosette form about a 
minute capillary blood vessel, or delicate core of finely 
fibrillar connective tissue. Very occasionally the cells 
are palisaded in an irregular ring about an empty space. 
Particularly over the appendicular mesentery there is a 
well-marked papillary arrangement with broad and 
narrow, sometimes rather bulbous, branching fronds 
having a central loose fibrovascular core with dilated and 
engorged capillary blood vessels and a scattered lympho- 
cytic infiltrate with occasional polymorphonuclear leuco- 
cytes. The surfaces of the fronds are covered by the 
cuboidal and sometimes low columnar cells, generally in 
a somewhat irregular, multilayered arrangement two or 
more cells deep. At many points small sheets or single 
cells are desquamating from the surfaces. Over the ap- 
pendix there generally is no penetration of the deeper 
subperitoneal serosal connective tissue, nor is there deep 
penetration of the adipose tissue of the mesentery. The 
inner coats of the appendix are totally free of involve- 
ment. 

The caseous nodule at the extreme tip of the appendix 
is seen to be situated beneath the serosal covering and 
this latter is covered by the same cellular proliferation 
as is present elsewhere over the appendix. The nodule is 
adjacent to, but distinct from the muscularis of the 
appendix and consist of an amorphous and finely fibril- 
lar, pale eosinophilic matrix with faint, shadowy out- 
lines of scattered dead cells. Throughout this matrix 
there are many empty, narrow, elliptical slits, together 
with clumps of hemosiderin-like pigment as well as a 
fine, bright yellow pigment, thought to be hematoidin. 
At the periphery it is enclosed by a narrow, loose fibrous 


connective tissue membrane and an inner zone of granu- 
lomatous tissue with intermingled fibroblasts, swollen 
macrophages with a foamy cytoplasm, lymphocytes, oc- 
easional polymorphonuclear leucocytes and multinucleated 
giant cells of a foreign body type, the latter sometimes 
formed about the empty, elliptical slits. Islands of this 
granulomatous tissue occasionally project into the central 
necrotic mass. This nodule has none of the histological 
features of a caseous tuberculoma and is interpreted as 
being a degenerated hematoma, encapsulated by a non- 
specific granulomatous proliferation. 

The sections of the omentum reveal a similar super- 
ficial cellular proliferation which covers the endothelial 
surfaces in multilayered sheets and which in this situa- 
tion has adopted the papillary form of arrangement to a 
much greater degree than was evident in the appendiceal 
mesentery. The branching papillary fronds protrude ir- 
regularly over most of the surface, sometimes in an 
extremely elongated fashion. The deeper adipose tissues 
of the omentum exhibit an extensive replacement of the 
fat by a loose fibrous connective tissue together with a 
well marked leucocytic infiltration, predominantly of a 
lymphocytic type. The capillaries and venules are 
markedly dilated and engorged with blood. In many 
places small nests and cords of the tumour cells are 
present deep within the fibro-fatty tissues of the omen- 
tum, suggesting an invasive property. The mucicarmine 
stain does not reveal any evidence of true mucin present 
within the cell cytoplasm, though occasionally a few 
cells exhibit a very faint pink tinge in their cytoplasm. 

The pathological diagnosis rendered is (1) diffuse 
peritoneal endothelioma (mesothelioma) of the appendix 
and greater omentum; (2) Degenerated subserosal 
hematoma of the tip of the appendix. 


DISCUSSION 

Without extensively reviewing the literature, 
it is evident that endothelioma or mesothelioma 
is a more common tumour of the pleura than of 
the peritoneum, and the present case is the first 
of the peritoneum encountered at the Montreal 
General Hospital, whereas there have been 
several cases of pleural tumour so. diagnosed, as 
well as one in an inguinal hernia sae which 
might be considered as peritoneal in origin. 

Stout and Murray? in 1942 reported the study 
of a pleural mesothelioma by tissue culture 
methods. They describe diffuse and localized 
forms, the former thickening the pleura and in- 
vading adjacent tissues such as lung, diaphragm, 
pericardium and thoracic wall to a limited 
extent and occasionally the peritoneum, without 
metastases, or only metastases in mediastinal 
lymph nodes. They discuss two types of tissue 
present in these tumours, the epithelial-like 
forming solid cords or hollow tubes of cells and 
sometimes with the secretion of a mucinous-like 
substance, and secondly, a fibrosarcoma-like tis- 
sue with reticulin and collagen. Both may be 
present in the tumour or the latter may be 
absent and the tumour stroma of an ordinary 
fibrous type. The localized form is said to have 
a structure more like fibroma or fibrosarcoma 
and to lack the epithelioid elements. These 
authors list the theories of the origin of these 
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tumours as: (1) secondary to undiscovered pri- 
mary carcinoma, this being the view of Robert- 
son, Fisher and Willis. (2) An origin from 
lymphatic endothelium, which is an old view, 
more recently upheld by Grossack and Froriep. 
(3) An origin from remnants of pulmonary epi- 
thelial tissue left in the pleural tissue, or pinched 
off in sears, as hypothetically proposed by 
Fischer-Wasels and Scheidegger. (4) An origin 
from pleural mesothelial cells which is the 
favoured hypothesis of Krumbein, Zeckwer, 
- Kux, Klemperer, Rabin and Cornil, based on the 
embryological studies of the Hertwigs, Maximow 
and Young in which the pleural membrane is 
derived from the mesodermal ecelomie epithelium 
and has the potentialities to form both fibro- 
blastic tissue with collagen and_ epithelial 
structures, 


The tumour cultured by Stout and Murray 
anatomically was considered to be a_ pleural 
mesothelioma and histologically was of a fusi- 
form cell type with reticulin fibres and ocea- 
sionally collagen between them,-and did not 
have epithelial features. The tissue cultures 
gave no fibroblastic outgrowth, nor a type of 
vascular outgrowth seen in tumours of vascular 
origin, but rather a growth of broad flattened 
cells approaching a squamous type and occurring 
in cords and sheets. Due to technical difficulties 
an attempt to demonstrate reticulin was not 
made. Apparently a similar type of growth is 
obtained from cultures of normal mesothelium. 


The case herein reported on_ histological 
grounds seems to conform with a diffuse peri- 
toneal endothelioma without gross tumorous 
character but associated with ascites and already 
known to have had a prolonged course. The 
growth is formed by a diffuse proliferation of 
well-differentiated cells over the peritoneal sur- 
faces, closely reduplicating the normal manner 
of growth of serous endothelium. On ecytologi- 
cal grounds a malignant character is uncertain 
but there is evidence of an invasive nature. The 
clinical course and histologic features point to a 
low grade of local malignancy. The future de- 
velopments in this case offer an interesting 
scope for speculation. 


Repeated cytological examinations of* the 
ascitie fluid removed pre- and post-operatively 
and at the time of operation have been made and 
subsequent to the pathological diagnosis being 
established have been reviewed. In these, leuco- 
eytes and large numbers of ‘endothelial cells are 





seen, but even in retrospect it is not felt that 
the latter are sufficiently atypical of the usual 
range of variation seen in desquamated endo- 
thelium in pleural or peritoneal effusions to 
warrant a diagnosis of neoplastic cells. 


SUMMARY 


The clinical features and histological char- 
acteristics of an unusual ease of diffuse peri- 
toneal endothelioma (mesothelioma) are re- 
viewed. The diagnosis has been established by 
the examination of omental tissue and the ap- 
pendix removed at laparotomy. The patient is 
alive at the time of writing. 
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VASOSPASM AND OCCLUSIVE ARTERIAL 
CHANGES IN THE FINGERS DUE TO 
CERVICAL RIB 


Josephus C. Luke, M.D., F.R.C.S.(Eng.) 
and E. M. Fountain, M.D. 


Montreal, Que. 


It is the purpose of this report to deseribe a — 
case of cervical ribs causing attacks of upper 
extremity vasospasm resulting in organic 
arterial occlusion of varying degrees in the 
fingers of one hand. As will be indicated, 
vascular lesions associated with cervical rib are 
relatively rare and especially those where 
vascular spasm and occlusive arterial disease 
coexist; hence it was considered that the fol- 
lowing case is worthy of mention. 


W.T., male, aged 51, was admitted to the Royal 
Victoria Hospital on October 28, 1948. He had a history 
of sensitivity of both hands to cold for the past five 
years. In winter, while driving or snow shovelling, his 
fingers, either singly or in groups, would blanch, become 
numb and extremely cold. This vasospasm would be 
relieved by warming and massage of the hands. About 
six weeks before admission, the patient carried several 
heavy suitcases for almost an hour and experienced an 
aching and numbness in the right hand subsequently. 
The next morning the right hand, particularly the index 
finger was numb, cold and painful. The fingers assumed 
a reddish cyanotic colour which gradually in the succeed- 
ing weeks returned to normal except the index which 
remained cold, bluish-red and numb. 

Examination revealed a reddish cyanosed index finger 
which blanched on elevation. This finger showed evi- 
dence of chronic ischemic effects in the way of atrophy 
of the pulp and a brittle nail. The other fingers showed 
normal colour but were cooler than the corresponding 
fingers of the opposite hand. Sensation was diminished 
over the index finger and radial side of the palm. The 
grasp was weakened but otherwise no neurological 
changes were present. The radial, ulnar, brachial and 
axillary pulses were all present but the blood pressure on 
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the right arm was 108/68 as compared to 118/74 on the 
left. The shoulders were sloping, and palpation in the 
supraclavicular fosse revealed bony bosses indicative of 
bilateral cervical rib. Tests for scalenus compression 
(Adson maneuvre) were strongly positive on both sides 
with obliteration of the radial pulse as soon as the head 
was extended on the right side, and when extended and 
turned to the left on the opposite extremity. 

Investigations included a normal urine, negative blood 
Wassermann, normal electrocardiogram, and x-ray which 
showed normal lung fields and confirmed the presence 
of bilateral cervical ribs about two-thirds complete but 
not showing bony fusion to the first rib. 


Operation was carried out on October 30, 1948, under 
intratracheal cyclopropane and ether. The incision Was 
parallel to and just above the right clavicle. The 
platysma and clavicular head of the sternomastoid were 
divided as was the external jugular vein. It was seen 
that a large rounded cartilaginous boss was attached to 
the tip of the cervical rib and joining it to the scalene 
tubercle of the first rib. The subclavian artery was 
tightly stretched over this knob and pinched against it 
by the sealenus anticus muscle (Fig. 1). Any tension on 
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this muscle would immediately cut off the arterial pulsa- 
tions. No marked arterial dilation was present proximal 
or distal to the point of compression. The scalenus 
anticus was cut at its insertion, resulting in release of 
the arterial compression. The thyrocervical axis was 
divided between ligatures, allowing the subclavian artery 
to be drawn downwards, so that the cartilaginous knob 
and about one inch of the cervical rib could then be 
resected. Sibson’s fascia was opened, the pleura was 
stripped away from the apex of the chest and the upper 
dorsal sympathetic chain identified. The chain was sec- 
tioned below D3 ganglion, the rami to the second and 
third dorsal nerves cut and the free end of the chain 
brought up and sutured to the cut end of the scalenus 
anticus muscle performing a preganglionic upper dorsal 
sympathectomy according to the method of Telford. 
The postoperative course was uneventful, no Horner’s 
syndrome was present and the right hand shotved marked 
increase in warmth including all fingers except the distal 
third of the index. The colour of this area improved 


somewhat but not to normal and the finger remained 
The patient was discharged on the sixth postopera- 


cool. 





tive day and, when next seen two weeks later, was com- 
plaining of coldness and some aching of the tip of the 
index finger. He was given postural shoulder exercises 
and admonished to be conscientious about these or else 
the left cervical rib would need surgical attention. When 
last seen six months after operation, all symptoms had 
disappeared from the right hand and the right index 
finger was normal in colour and sensation, but was still 
cooler than the other fingers. The past winter has re- 
sulted in several attacks of vasospasm in the unoperated 
hand only. 


We feel that this case illustrates subclavian 
artery compression and hence sympathetic com- 
pression by the sealenus anticus muscle against 
the cervical rib. Following a prolonged period 
of arterial ischemia when carrying the suitcases, 
the arterial slowing was so severe as to result in 
varying degrees of thrombosis in the digital 
arteries of the right fingers, most marked in the 
index. <A _ satisfactory response has followed 
removal of the points of arterial compression and 
the performance of upper dorsal sympathectomy. 


DISCUSSION 

That a cervical rib can produce signs and symp- 
toms in the upper extremity has been known 
since the time of Galen, and the present day 
concept of this condition was described as far 
back as 1748. For many years it has been recog- 
nized that the signs and symptoms resulting 
from cervical rib compression can be of two 
distinet types either separate or combined ; those 
where the neurological symptoms predominate 
or those where the vascular tree to the arm 1s 
involved. Neurological signs and symptoms are 
the most common result of this lesion, a fact 
which has been universally found and is con- 
firmed by a review of the records of the Royal 
Victoria Hospital since 1927, and the Montreal 
Neurological Institute since 1934. Forty cases 
were collected of which 29 (72.5%) were female 
and 11 (27.5%) were male. Exactly half of 
the group were admitted because of symptoms 
attributable to the rib and the other half were 
asymptomatic, the abnormality being discovered 
incidentally. Twenty-five (62.5%) had bilateral 
eervieal ribs and in 15 (37.5%) the extra rib 
was unilateral. Of the 20 patients with symp- 
toms, 17 showed neurological changes including 
pain and diminution of sensation over some 
portion of the upper limb. Motor weakness was 
present in 15 eases, Eight cases (five of whom 
also had neurological signs) showed vascular 
phenomena in the form of attacks of vasospasm. 

One patient with otherwise asymptomatic 
cervical ribs showed a bilateral paralysis of the 
diaphragm. The vital capacity was 70% of 
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normal. It is difficult to connect this finding 
with the cervical ribs, but it should be noted that 
cervical rib has been described by others as a 
cause of phrenic paralysis. There were two in- 
stances of Horner’s syndrome, one in a case with 
marked vascular symptoms and in another with 
otherwise no signs or symptoms of the cervical 
ribs. The first case was treated surgically with 
eure of the vascular symptoms but no change in 
the Horner’s. 

In respect to treatment, 15 of the 20 cases 
with symptoms came to operation, 12 having uni- 
lateral operations and three bilateral. - Eleven 
had section of the sealenus anticus muscle alone, 
a procedure which was thought to be sufficient, 
while three required excision of the majority of 
the cervical rib along with sealeneotomy. Five 
patients with mild symptoms were treated with- 
out operation. Such conservative measures con- 
sisted in one ease of procaine injection of the 
ulnar nerve at the elbow in an effort to relieve 
pain end muscle spasm of ulnar distribution 
below that point. This resulted in a dramatie 
relief of symptoms up to the time the patient 
left the hospital. No further follow-up was 
recorded. One case was satisfactorily relieved 
by the application of a plaster figure-of-eight 
shoulder bandage for three weeks. Postura! 
exercises were given the remainder. 


A CASE OF PELLAGRA 
W.S. Maddin, M.D. and R. A. Palmer, M.D. 


Department of Medicine, Shaughnessy 
Hospital, Vancouver, B.C. 


In 1939, Robertson and Cleveland: reported 
a ease of pellagra and found reports of eleven 
others previously reported in the Canadian 
literature. Since then three additional cases 
have been reported in this country,” * * making 
a total of fifteen published Canadian eases. The 
incidence of the condition in this country un- 
doubtedly is higher; probably some recognized 
cases are unreported, while others may be un- 
recognized. However, on the whole, pellagra 
appears to be relatively uncommon in Canada, 
and so the following additional case is reported. 


A white labourer of 56 years was admitted to 
Shaughnessy Hospital on October 7, 1948, because of 
increasing malaise, extreme weakness and numbness in 
his legs and persistent rash on his hands and forearms. 
About six months before, while employed as a coal 
carrier, he began to have some dyspnea on exertion. 
After two or three months his ankles were persistently 


swollen and his legs began to feel numb and weak, as 
well as aching on any prolonged exertion. These symp- 
toms all became gradually more marked, and two days 
before admission he fell to the ground on three occasions 
without loss of consciousness, and he stated that his legs 
‘*jJust gave way’’. About five or six months before ad- 
mission, he began to notice itching and burning and 
some redness on the backs of his hands, wrists and fore- 
arms, which became slowly worse. About a month before 
admission he sought medical advice, but apparently the 
condition was not recognized. 

Past history was irrelevant. Routine enquiry revealed 
that for the preceding eighteen months he had been 
selecting a diet wholly lacking in fresh fruit and very 
poor in vegetables and meat, but apparently abundant in 
fats and starches. He could offer no good reason for 
taking this type of diet, and was well able to afford the 
ordinary standard foods. His appetite was rather poor 
for three or four months, but there was no change in 
bowel habit, no diarrhea, no soreness of tongue or mouth, 
and no appreciable loss of weight. He had some minor 
nocturia for years, otherwise no significant chronic com- 
plaints. He had never been married. 

Admission examination revealed a_ well nourished 
white male, in no apparent discomfort. Head and neck 
were essentially normal and there were no abnormalities 
of the tongue, mouth or lips, and no remarkable rash 
about the neck. Heart and lungs were normal clinically. 


OCT: 28/48 | 


AFTER TREATMENT 


OCT: 7/48 
SEFORE TREATMENT 





Fig. 1.—Electrocardiograms before and after treat- 
ment. Note the increased amplitude of the T waves 
in leads I, If and CF IV and the improvement in the 
ST segment in Lead II. 


Blood pressure 160/100; pulse 90. There was a slight, 
but definite pitting edema below the knees, ineluding 


the feet. His left pupil was slightly larger than the 
right and reacted sluggishly. Tendon reflexes were 


rather hyperactive except for an absent left ankle jerk. 
All forms of superficial sensation were impaired in the 
feet and position sense of both great toes was impaired, 
other forms of sensation being normal elsewhere. He 
appeared to be of average intelligence and was orien- 
tated, co-operative, cheerful, almost euphoric, and had a 
quiet, somewhat apathetic manner. There was no irrita- 
bility or abnormal emotionalism. 

The skin lesions on the hands and forearms were 
striking; the dorsum of both hands had a dull, coppery- 
brown colour, somewhat dry and sealing, with a few 
superficial fissures. This condition ended almost abruptly 
three to four inches proximal to the wrist and did not 
involve the palm, although it was present on the flexor 
aspect of the wrists. The remainder of the skin was not 
really remarkable although it was generally a little dry. 
Physical examination otherwise normal. 
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X-ray of the chest was negative. No gross cardiac 
enlargement. The electrocardiogram showed complexes 
generally of low potential with small or flat T-waves, 
which improved under therapy (Fig. 1). 

October 8, sedimentation rate 11 (W); hemoglobin 
74% (10.7 gm. %); white blood count 3,200 with normal 
differential. 

November 9, hemoglobin 83% (12.1 gm. %); white 
blood count 5,800. Serum proteins 7.32 gm. %, 8.2 
gm. %. 


The urine was essentially negative. The gastric 
analysis showed achlorhydria. Serum cholesterol 228 


mgm. %. 

Patient was placed on a high-caloric, high-vitamin,; 
high-protein diet and given additional nicotinic acid, 
50 mgm. a day, as well as vitamin B-complex t.i.d. con- 
taining thiamin 9 mgm., nicotinic acid 30 mgm., and 
riboflavine 3 mgm. per day. Within a week, he stated 
he was subjectively much improved, and within two 
weeks the skin changes on the hands and forearms had 
faded and shortly thereafter became entirely normal in 
appearance. The strength in his legs steadily returned. 
(Edema disappeared in the course of three to four weeks. 
He was discharged in early November and was seen 
again in mid-December, at which time he was feeling 
generally well, recheck basal metabolic rate, x-ray for 
heart size, and electrocardiogram showing no additional 
changes. 


(COMMENT 


We were fortunate in having the ease seen 
by Dr. D. H. Williams just after therapy had 
been commenced, but before the rash had faded, 
and he concurred in the diagnosis, stating that 
skin lesions were quite typical. The symptoms 
before admission also suggested beginning in- 
volvement of the nervous system, and there were 
some signs of an ill-defined peripheral neuritis, 
but there was no apparent gross cerebral involve- 
ment. There was no evidence of oral or gastro- 
intestinal change. Electrocardiographie findings 
were probably due to an associated thiamin 
deficiency. 

The response to therapy, particularly of the 
skin rash on the hands and forearms, was strik- 
ing and appears to have confirmed the diagnosis, 
though the dose of nicotinic acid used was rather 
small. The clearing of the dependent cedema 
may have been due to the correction of the 
thiamin deficiency. 


General discussion.—Pellagra is due primarily 
to lack of nicotinie acid, which is an essential 
component of co-enzymes I and II, vital to the 
oxygenation of tissues throughout the body, The 
deficiency may be primarily in the diet, or may 
be due to inadequate assimilation as in gastro- 
intestinal disease, or to increased demand as in 
hyperthyroidism, infection, or pregnancy lacta- 
tion. Alcoholism contributes, chiefly by induc- 
ing severe dietary deficiency, Spies and Butt® 
summarize the present beliefs regarding the réle 
of nicotinic acid as follows: 





‘*When the available nicotinic acid amide or com- 
pounds with similar functions are not adequate to supply 
the needs of the body for reasons of decreased supply, 
inadequate assimilation, increased demand, or increased 
loss, a disorder in respiratory enzyme systems occurs. As 
a result, a state of generalized reduction in normal 
cellular respiration supervenes. When this biochemical 
lesion is severe enough, or has existed long enough, it is 
translated into functional disturbances in various organ 
systems of the body. Vasomotor instability in the skin, 
functional disorders of the alimentary canal, the 
nervous system and the circulatory system may occur. 
It is probable that the most readily affected systems are 
those weakened by hereditary predisposition or trauma 
in the wear and tear of everyday life. This may explain 
the infinite variety of the clinical picture. Finally, 
severe or persisting alterations in physiology lead to 
structural changes in various tissues which ultimately 
present diagnostic lesions of pellagra.’’ 


There is usually an associated deficiency of 
other food factors, latent or manifest, con- 
tributing to the clinical picture. This may in- 
clude any food, but is most frequently recog- 
nized in the factors with common dietary 
sourees, e.g., thiamin and riboflavin. 

The deficiency of nicotinic acid is chiefly 
manifest in the characteristic disturbances of 
the gastrointestinal tract, the skin, and the 
nervous system, but it has been emphasized by 
Spies and Butt® that this classical triad may be 
incomplete and one must be prepared to recog- 
nize the deficiency in the absence of many of 
the symptoms and signs even in well advanced 
disease of long standing. Pellagra is often 
relatively mild, or chronic and recurring, and 
may be chiefly manifested in chronic, poorly 
defined ill health, and this has been the experi- 
ence of some of the recent Canadian cases ;* * 
in such instances the deficiency appeared to be 
a relative one which varies in degree over a 
considerable period of time. This state of 
affairs may be found even in good economic 
conditions, and sometimes also when ‘‘multiple 
vitamins’’ are being taken.® 

Pellagra is endemic in certain areas such as 
the Southern United States, Italy, and South- 
eastern Europe. It is apparently due chiefly 
to the poor diet taken by certain sections of the 
population in these areas. In such deficient 
diets, the lack of nicotinic acid frequently pre- 
dominates. However, there are dietary factors 
additional to the absolute lack of nicotinic acid, 
and these include certain anti-enzymes which 
may counteract nicotinic acid. Recent work’ 
has shown one of these substances, a plant 
hormone c¢alled heteroauxine, to be abundant in 
such foods as maize, peas, beans, lentils, yeasts, 


moulds. Diets rich in such foods would natu- 
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rally inerease the effects of any absolute de- 
ficiency of nicotinic acid. 

In non-endemie areas, the general dietary 
habits, even in poor economic conditions, tend 
to inelude a good general variety of essential 
foods. Evidence of nicotinie acid deficiency 
tends to be much less frequent, therefore, and 
is recognized chiefly among those who are on 
a deficient diet for some special cause, such as 
gastro-intestinal disease, alcoholism, mental 
disease or senility, or in those individuals for 
whom there is a relatively greater need for 
nicotinic acid as in pregnancy, lactation, hyper- 
thyroidism, infection, severe physical exertion 
and fatigue. Recent reports of pellagra in non- 
endemic areas include a series of 16 eases in 
Northern Ireland® and several in the United 
Kingdom.® ! 1 


CONCLUSIONS 

A ease of frank pellagra oceurring in a 
white, 56 year old Canadian male is reported. 
This is the sixteenth case reported in Canada, 
but the condition is probably considerably 
more frequent in the country than these figures 
would indicate. In this case, the disease was 
apparently due to faulty diet selection in a 
man of average intelligence and in adequate 
economie circumstances. Frank pellagrie mani- 
festations was confined to the skin but there 
was some evidence of involvement of the 
nervous system. There was evidence of asso- 
ciated thiamin deficiency. The skin lesions and 
other symptoms and signs responded rapidly 
to therapy with nicotinic acid. 
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CONGENITAL PYLORIC STENOSIS occurred in three suc- 
cessive male babies born of the same parents between 
1945 and 1948. In all three cases, projectile vomiting 


was noted at the end of the second week. The diagnosis 
was confirmed at operation on two of the babies and at 
post mortem on the other.—Brit. M. J., 1: 740, 1949. 





SPECIAL ARTICLE 


ETHNOBOTANY AND BLOOD GROUPS 
OF BRITISH COLUMBIA INDIANS 


R. Ruggles Gates, F.R.S. 


Biological Laboratories, Harvard University, 
Cambridge, Mass. 


The article by Dr. J. H. MacDermot on the 
food and medicinal plants used by the Indians 
of British Columbia contained much of interest 
to botanists, medical men and anthropologists. 
As one who may claim to belong to the first and 
third eategories, and also to have contributed to 
the understanding of the inheritance of many 
diseases and abnormalities in man,” I should like 
to add a few remarks on this subject. 

In recent years there have been a number of 
published accounts of the ethnobotany of dif- 
ferent Indian tribes in Canada and the United 
States and of primitive peoples in other parts of 
the world. They show that native peoples have 
learned, through close contact with nature and 
presumably by a process of trial and error over 
long periods, many of the special properties of 
plants and animals as well. For instance, it is 
stated that Indians in the Canadian North West 
avoided the scurvy. (from which the early white 
trappers suffered) by eating the adrenal capsules 
of the moose. Only in recent vears has it been 
discovered that the adrenal capsules have a high 
content of the antiscorbutie vitamin C. 

As the California Indians learned how to re- 
move the astringent tannins and poisonous sub- 
stanees from horse chestnuts and acorns, so in a 
similar way the Indian tribes on the Amazon 
learned how to use the root of manioe (Manihot 
utilissima) as food, by removing: the poison 
originally present. Although the cultivation of 
maize by the Indians extended from Mexico into 
parts of southern and eastern Canada, yet the 
bulk of Canadian Indians lived as hunters and 
trappers without cultivation and ean searcely be 
said to have reached the neolithie level of eul- 
ture, although many of them had some polished 
stone implements. Some of the British Columbia 
Indians also had a breed of dogs (the dog being 
perhaps the earliest domesticated animal) the 
wool-like hair of which was used in weaving. 

The same discovery has sometimes been made 
independently by native peoples in different 
parts of the world. For instance, in parts of 
West Africa the poisonous seeds of certain 
legumes were thrown into the water to deaden 
the fishes so they would rise to the surface, It 
is thus reasonable to suppose that agriculture, 
or the eultivation of plants for food, also grew 
up independently in different parts of the world, 
different plants being involved at least in the 
Old and New Worlds. 

Ten or fifteen thousand years ago our ances- 
tors in Europe and Western Asia passed through 
a period of beginning cultivation, which con- 
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tinued into much later times. During this period 
the medicinal properties of such plants as digi- 
talis and papaver and such animal products as 
liver must have been discovered. The history 
of early medicine shows what a large element 
of error persisted in medical usage even until 
quite recent times. 

As regards cereals, primitive forms of wheat 
were taken into cultivation early in the neolithic 
and have undergone a long period of partly 
unconscious selection, during which the genetic 


evidence now shows that polyploid forms derived - 


from interspecific and even intergeneric hybrid- 
ization have been developed, ending with our 
hexaploid (Triticum vulgare) wheats having 42 
chromosomes. The early history of Indian maize 
is still being unravelled, but recent discoveries 
in a eave in New Mexico show a long period of 
improvement extending over several thousand 
years in Indian hands. The changes from the 
wild condition have been so great that the nature 
of the original wild plant and the region where 
it was endemic are still in dispute. 

Very few if any food plants have been taken 
into cultivation within historical times. It is quite 
possible that some of the native plants bearing 
edible bulbs, rhizomes and tubers which were 
used as food by the British Columbia Indians 
could be profitably taken into cultivation and 
improved by selection, to add to the variety in 
the diet of modern man. Probably the list of 
desirable salad plants could be much extended in 
this way. 

The work of the last few years on antibiotics 
has opened up a whole new field in the bio- 
chemistry of flowering plants as well as fungi, 
and given a fresh stimulus to the study oi 
alkaloids and their properties, medicinal and 
otherwise. The biochemists have an almost un- 
limited field in extracting and determining the 
chemical nature of the active substances present 
in many plants used medicinally by the Indians. 
In this way important additions might be made 
to the modern pharmacopeia. 

Finally, one point regarding the relationships 
of the British Columbia coastal Indians. Ex- 
tensive tests of many tribes in North and South 
America show that when’ of pure Indian ances- 
try they are practically 100% of the O blood 
group. The only known exception to this is the 
Blackfoot Indians of Alberta and Montana, and 
certain related or derived tribes such as the 
Bloods. These are high in the A blood group 
(ca. 80%), the rest being O. Probably the 
Asiatie ancestors of these tribes already had 
some A. 


All anthropologists are agreed that the bulk 
at least of the Indians who peopled America 
eame across Behring Strait, the earliest wave of 
immigrants coming either at the end of the Ice 
Age or during the last interglacial period, when 
the MacKenzie River Valley may have served as 
a corridor while the regions on either side of it 
remained glaciated. This matter is more exten- 





sively discussed elsewhere.* Now the present 
Mongoloid population of Northeastern Asia has 
some of the A blood group and more of the B. 
There is much evidence, which cannot be re- 
counted here, that the B blood group is later in 
origin, or at least in spread in mankind, than the 
A. The Eskimos, who appear to have arrived 
in Alaska only after the Indian migrations had 
ceased, have both the A and B. Western Euro- 
peans have about 40 to 45% of A and some 6 
to 12% of B, the latter having infiltrated from 
Asia in later times into European populations. 

Some years ago it seemed desirable to investi- 
gate the blood groups of the British Columbia 
coastal Indians, to see what light could be 
thrown on their origin. The tests of 300 Indians 
were made by Dr. Darby and the results of these 
racial studies were recorded in a paper.t' The 
results were clear. The 31 Nootka Indians from 
Vaneouver Island were all O, indieating with 
other evidence that they were all of pure Indian 
descent. The Haida, Kwakiutl, Tsimshian and 
Salish of the coast had considerable white mix- 
ture, as their features clearly show. They had 
12.7% A, which was naturally attributed to 
their Kuropean mixture. Of the 300, only 2 
had the B blood group, and these two were 
negroid, the Negroes having a high percentage 
of B. The net result was to show that the 
British Columbia coastal Indians were not a 
later, more Mongoloid or Eskimoid wave from 
Asia, as they were probably 100% O until 
erossing with Europeans began. This is one of 
the cases where the blood groups ean furnish 
clear evidence regarding the ancestory and re- 
lationship of particular peoples. 
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CLINICAL and LABORATORY 
NOTES 


CEREBROSPINAL FLUID MANOMETRY 


D. Naldrett White, M.B., F.R.C.P.[C.] and 
Shirley Fyles, B.A. 


Queen’s University, Kingston, Ont. 


Lumbar puncture is often undertaken in 
order to provide evidence regarding the pos- 
sible presence of an expanding lesion inside the 
cranium or spinal canal. In this regard the 
determination of pressure of the cerebrospinal 
fluid and the pressure response to bilateral and 
unilateral venous compression of the neck is 
often of as great importance as the chemical 
and. cytological examination. The widespread 


practice of many doctors is to estimate this 
pressure as 


intracranial being increased, 
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normal, or low, according to the rate at which 
the fluid drips from the lumbar puncture 
needle. In our opinion this method of observa- 
tion is so inaccurate as to be of no value at all. 


The flow of fluids through tubes is governed by a 
simple physical relationship formulated by Poiseuille 


4 

that: V= pi 
sly 

r= internal radius of the tube in cm.; p = pressure 
in dynes/em.2; 1= length of tube in em.; % = viscosity 
of fluid in poises (dyne sec./em.2); so long as the flow 
is streamlined, [t.e., that Reynold’s number expressed 


; where V=rate of flow in cm.3/sec. ; 





by 2 (where p = density in gm./em.3) is less than 
Tr} 

1,000; above this figure, the motion of the fluid becomes 

turbulent and the velocity proportional to the square root 

of the pressure and independent of the viscosity]. 


From this expression knowing that the 
internal radius of the usual lumbar puncture 
needle is as follows: 


Gauge Internal radius 
EON wis area sale ee eee alee 0.6 mm. 
AES 5. char a yoste oa oe elni rol na alc wie ae 0.4 mm. 
BOP on iiaini alo ana lara Cer erale Rie ee areas 0.3 mm. 
Bi ee eee Mee OS eR eee nee 0.2 mm. 


the theoretical rate of flow can easily be caleu- 
lated. It will be seen that this theoretical rate 
of flow represented by the dotted lines in the 
graph corresponds very closely to that ob- 


io 


250 


served in practice as judged by the number of 
drops falling per minute represented by the 
continuous lines. The discrepancy between the 
observed and ecaleulated rates of flow in the 
ease of the 16 gauge needle is due presumably 
to the fact that the rate of flow quickly becomes 
turbulent with increasing pressure. (Other 
factors, which need not here be considered, may 
also play a part in the discrepancy found with 
large needles). 

In considering the figure it will be seen that 
enormous changes in pressure can oceur, par- 
ticularly with the narrower gauge needles, 
while being reflected in only a slight alteration 
in the number of drops per minute, e.g., with a 
22 gauge needle 7 drops a minute indicate a 
pressure of 125 mm. of water whereas an in- 
crease of only 8 to 15 drops a minute indicates 
a pressure of 250 mm. of water, well outside the 
range of normal cerebrospinal fluid pressure. 
In practice most people use a 19, 20 or 21 gauge 
needle and do not often confine themselves to 
one gauge or note particularly the gauge they 
are using. Under these circumstances it can 
be seen that the same rate of flow, say 45 drops 
a minute, may indicate with a 19 gauge needle 
a pressure below 100 mm. of water, or with a 
21 gauge needle a pressure of 275 mm. of water, 
a difference varying from well within the 
normal limits to that of fairly grossly inereased 
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intracranial pressure. Moreover, even if care 
is taken to confine lumbar punctures to a single 
gauge, since our experience has shown that 
visual judgment of rate of flow may be in 
error up to 25%, it can again be seen that, 
without counting drops, it is quite difficult to 
judge between the rate of flow of one patient 
producing 22 drops a minute through a 21 
gauge needle, and another producing 37 drops 
a minute through the same gauge needle if the 
observations are separated by some minutes of 
time ; it will be noted that the former will indi- 
cate a pressure of 140 mm. of water and the 
latter nearly 230 mm. 

From these facts it can readily be ap- 
preciated that the method of casual visual 
estimation of pressure by means of a quick 
estimation of the number of drops of cerebro- 
spinal fluid falling from a lumbar puncture 
needle may easily lead into grave errors, in 
which grossly increased intracranial pressure is 
judged as normal and even low or normal 
intracranial pressure is judged as raised. 
instance, an observer accustomed to use a 20 
gauge needle, given by chance a 22 gauge 
needle, might find that the rate of flow was 
only 16 drops a minute, almost a third of the 
rate which he has become accustomed to judge 
as the upper limit of normal, viz., 45 drops a 
minute, and he might be tempted, even though 
noting that the needle was of smaller calibre, 
to conclude that the pressure was certainly not 
raised or was even lowered, whereas in fact it 
indicates a pressure of 300 mm. of water—a 
gross increase. 

Even if the rate of flow is judged more 
exactly by counting the number of drops in a 
minute it can easily be shown in practice that 
this also is not wholly reliable, inasmuch as 
minute variations between lumbar puncture 
needles (particularly in the regularity of their 
internal lumen), and variations in surface 
tension of the cerebrospinal fluid from patient 
to patient, may cause quite appreciable differ- 
ences between the observed number of drops 
per minute on two different occasions even 
though other factors are kept constant. 

In the accurate observation of cerebrospinal 
fluid pressure there can be no substitute for a 
manometer, and the increased reliability of pres- 
sure readings obtained by this simple piece of 
apparatus amply repays the few additional sec- 
onds that its use requires. Where a manometer 
cannot be used, a rough estimate of pressure may 
be obtained by counting the number of drops per 
minute and noting the gauge of the needle and 
referring to the graph, but for the reasons just 
enumerated, such an estimate of pressure is not 
accurate to within plus or minus 25%. 

In every case pressure estimates are quite 
valueless unless care is taken to insure that the 
pressure being recorded is, firstly, the true 
intracranial pressure, by having the needle 
properly inserted into the spinal theea; and, 


For — 


secondly, by making certain that the patient is 
not artificially increasing his true intracranial 
pressure, either by compression of the veins 
draining the head from the maintenance of a 
posture of acute flexion of the neck, or by 
raising his arterial pressure by emotional 
tension. These factors can usually be over- 
come by allowing the patient to assume a more 
comfortable position slightly extending his legs 
and neck after the needle has been successfully 
inserted, and by a few words of reassurance 
that the procedure is now over except for the 
collection of a sample of fluid. 


SUMMARY 


Theoretical and practical observations are 
enumerated which show that the visual estima- 
tion of the rate of dripping from a lumbar 
puncture needle as a guide to the pressure of 
the cerebrospinal fluid is subject to such gross 
inaccuracies that it is not only worthless, but 
may actually be misleading and dangerous. 


It is a pleasure to record our gratitude to Dr. J. V. 
Hughes of the Department of Physics of Queen’s Uni- 
versity for his advice and criticism. 


A NEW TRILENE INHALER 
Alan B. Noble, M.D., F.A.C.A. 
Kingston, Ont. 


Since the report on page 327 was completed, 
a new trilene inhaler has been designed and 
introduced by Dr. Gilbert and Dr. Asquith of 
Montreal, which is known as the MeGill Inhaler. 
It is an air or N,O and O, over trilene inhaler 
which ean be used either alone or can be attached 
to a McKesson or Heidbrink machine with the 
CO, absorber removed from the cireuit. Experi- 
ences within the last few months have shown the 
McGill Inhaler produces definitely better results 
because of its ability to produce a wider range 
of trilene concentrations. The concentrations 
available with the inhalers mentioned here are 
approximately 0.5 to 0.6% which are sub- 
anesthetic and inadequate for many procedures, 
although satisfactory for most spontaneous 
deliveries. 

Dr. Gilbert and Dr. Asquith will be publishing 
results with the MeGill Inhaler soon. 


STIMULATION OF GASTRIC SECRETION IN MAN By 
THEOPHYLLINE ETHYLENEDIAMINE. — Several substances 
are known to stimulate gastric secretion in man, for 
instance, histamine parenterally, and caffeine parenterally 
or intragastrically. Using a Levine tube, and aspirating 
the gastric contents periodically, it was found that theo- 
phylline ethylenediamine (aminophyllin) stimulates the 
secretion of acid gastric juice in man.—Krasnow, S. and 
Grossman, M. I.: Proc. Soc. Exper. Biol. & Med., 71: 
335, 1949. 
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EDITORIAL 


DEFENCE MEDICAL AND DENTAL 
SERVICES ADVISORY BOARD 


MEMBERS of the medical profession will be 

interested to learn that the first meeting of 
the Defence Medical and Dental Services Ad- 
visory Board was held recently in Ottawa, under 
the chairmanship of Surg. Captain A. Me- 
Callum, R.C.N. This Board is the lineal de- 
scendant of the Canadian Medical Procurement 
and Assignment Board which functioned during 
the years 1942-46. General Council has urged 
on more than one oceasion that a continuing 
organization should be set up to ensure the most 
efficient utilization of medical manpower and 
facilities in the event of a national emergency, 
and indeed the final meeting of the C.M.P.A.B. 
recommended that this be done. 

Established by order-in-council, the terms of 
reference of the new Board are: ‘‘To advise the 
Minister of National Defence on all matters con- 
nected with planning for the defence of Canada 
in the event of an emergency, and pertaining to 
the provision and assignment of medical, dental, 
nursing and hospital personnel, hospital facilities 
and supplies’’. The Board is a body representa- 
tive of all Government Departments concerned, 
as well as the voluntary national association of 
medicine, dentistry, nursing and hospitals. 

The composition of the Board is as follows: 


McCallum, 
R.C.N., 


Royal Canadian Navy.—Surg. Capt. A. 
O.B.E., V.R.D., Medical Director General, 
Chairman. 

Canadian Army.—Brigadier W. L. Coke, O.B.E., 
Director General of Medical Services (Army). 

Royal Canadian Air Force.—Group Captain A. A. G. 
Corbet, E.D., Director of Health Services (Air). 

Royal Canadian Dental Corps.—Colonel E. M. Wans- 
brough, O.B.E., M.M., E.D., Director General of Dental 
Services. 

Department of Veterans’ Affairs—Dr. W. P. 
Warner, Director General of Treatment Services. 

Civil Defence.—Major-General F. F. Worthington, 
C.B., M.C., M.M., Co-ordinator of Civil Defence. 

Department of National Health and Welfare.—Dr. 
G. D. W. Cameron, Deputy Minister of National Health 
(Dr. H. A. Ansley, alternate). 

Department of Labour.—Mr. G. M. Morrison. 

Canadian. Hospital Council.—Dr. L. O. Bradley. 

Canadian Dental Association.—Dr. Don W. Gullett. 

Canadian Nurses’ Association—Miss Agnes J. Mac- 
leod, R.R.C. 

Canadian Public Health 
H. Brown. 


Association.—Dr. Milton 





Defence Research Board.—Dr. M. G. Whillans. 

Defence Medical Association.— Brigadier H. M. 
Elder, C.B.E., D.S.O. 

Defence Dental Association.—Colonel D. S. Coons. 

Canadian Medical Association—Drs. J. A. Mac- 
Farlane, Mathieu Samson and T. C. Routley (Dr. A. 
D. Kelly, alternate). 

The first meeting, which occupied a day and 
a half, was devoted to a general review of the 
many problems presented by the modern threats 
to national security. An Executive of the Board 
was appointed, and four main committees for 
survey and planning were established. Much 
detailed work remains to be done, and in doing 
it the assistance of many individual doctors will 
be called upon. The Canadian medieal profes- 
sion has never been found wanting in times of 
national emergency, and it may take some satis- 
faction in the establishment of an ageney de- 
signed to utilize its services in the national 
interest. 








EDITORIAL COMMENTS 
Mortality Among Specialists 


There are some who dislike the term ‘‘spe- 
cialist’’ partly because it does not seem to be 
possible of definition, and also because the mean-“~ 
ing attached to it, whether vague or not, implies 
an undeserved professional superiority. How- 
ever, it is a generally accepted word, and 
whether distinctive or not still indicates differ- 
ences between two groups. One difference which 
has been pointed out is in the mortality rates 
of specialists as compared with general practi- 
tioners, or at any rate those not confining their 
work to one branch alone. This difference is 
brought out in a study by Drs. Dublin and 
Spiegelman (J. A. M. A., 187: 1519, 1948). In 
1947 (Ibid., 184: 1212, 1947) a somewhat similar 
study was made by these workers on the mor- 
tality rates for the whole profession compared 
with those for the general population, In gen- 
eral there was not much difference between the 
two, but in most infectious diseases surgical con- 
ditions and accidents the medical profession 
showed much lower rates: for instance in the 
case of tuberculosis the rate was less than half 
amongst medical men and in syphilis one-third. 
These advantages however were to some extent 
offset by a relatively high mortality amongst 
physicians from eardiovaseular conditions. 

The study of mortality rates within the pro- 
fession itself however shows that the specialist 
group as a whole enjoys the striking advantage 
of a mortality about one-third lower than the 
non-specialist, with an even greater advantage 
before age 55. On analyzing the various spe- 
cialties variations are found, some of which are 
fairly readily explicable, others being less so. 
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For example, specialists in tuberculosis show the 
highest mortality in the group, although even 
then being lower than in the non-specialists. 
The high proportion of ‘‘lungers’’ amongst 
tuberculosis specialists is probably the reason for 
this higher mortality. Radiologists and derma- 
tologists show the next highest mortalities. The 
most significant fact here is the frequency of 
leukemia amongst radiologists with a high ean- 
eer rate amongst dermatologists. It is also to 
be noted that these two groups have the highest 
death rate from coronary disease and angina. 
Neurologists and psychiatrists also have a com- 
paratively high cancer rate, 

The pathologists enjoy the lowest mortality 
rate of all, followed by internists and pediatri- 
cians, and these latter also enjoy a lower mor- 
tality from coronary disease and angina than 
any other specialty. Surgeons seem to have a 
somewhat higher rate of mortality, although still 
well below the non-specialists. On the other 
hand they show the lowest rate for cancer of any 
specialty. 

It appears then that on the whole the specialist 
eroup has a lower mortality rate than the non- 
specialists, the difference being apparent in all 
ordinary conditions. Even accidental deaths in- 
eluding motor accidents are relatively fewer 
among specialists than amongst non-specialists. 
Suicide also is appreciably less common amongst 
specialists. Neither group however has been able 
to eseape to any significant extent from the high 
rates attendant on coronary disease and angina 
pectoris. 

Why specialists should be so favoured may 
perhaps be attributed to their self-selection for 
continued studies, to higher incomes, and to 
more favourable conditions of work. 


Dr. Charles Hill, M.P. 


We learn with great pleasure that Dr. Charles 
Hill, Secretary of the British Medical Associa- 
tion has won his seat in Parliament at the recent 
general election in Great Britain. Many of us 
had the pleasure of meeting Dr. Hill when he 
attended the British Commonwealth Medical 
Conference at Saskatoon last year and will re- 
member his forceful and humorous speaking as 
well as his shrewd judgment. He will need all 
his abilities for his fortheoming parliamentary 
work. 

Our Association extends to him its heartiest 
congratulations and best wishes for his con- 
tinued success. 


Sir Reginald Watson-Jones, F.R.C.S. 


Within the last month Sir Reginald Watson- 
Jones, the Sims Commonwealth Professor of the 
Royal College of Surgeons of England, has 
been touring Canada. Sir Reginald. has ad- 
dressed many meetings and has made many 
friends. His career had been a brilliant one, 
from the early age of 24 when he gained 


Fellowship in the Royal College of Surgeons of 
England, but on account of his age he had to 
wait a year to have it granted to him. His 
achievements in orthopedic surgery have been 
outstanding particularly in the organization of 
Fracture services during the war, and he also 
developed miner’s rehabilitation in every coal 
field in Britain. We hope to be able to weleome 
Sir Reginald again in future years. 


Semaine du Praticien a 1’Hopital de 
1’Enfant-Jésus, Québec 
[For the benefit of our French colleagues we hope to 
publish editorials in French from time to time. Dr. 
Wilfrid LeBlond of Quebec has kindly contributed the 
following.—EDITOR | 


Il y a un ‘‘malaise’’ indéniable chez les Prati- 
ciens. Les mesures d’exception prises par cer- 
taines institutions soit a l’égard du Praticien 
lui-méme, soit 4 l’égard de son droit légal de 
poser tel ou tel acte médical, la perte de tout 
contact direct ou indirect avee son malade hos- 
pitalisé, la menace suspendue sur son économie 
par le compartimentage parfois arbitraire des 
spécialisations, tout cela donne a ecraindre au 
Praticien qu’on veuille faire de lui un médecin 
de ‘‘seconde zone’’, 

Or cela n’est pas et ne doit pas étre. Le 
Praticien est, et demeurera la cheville ouvriére, 
la elef-de-voute du grand ceuvre médical dont 
tous les ‘‘spécialistes’’ ne sont que les artisans. 
A ce grand (Kuvre, dont il est depuis Hippocrate 
le principal élément de structure, les spécialités. 
ne sont venues que s’ajouter, les unes comme des 
contreforts ou des ares boutants, les autres com- 
me de simples motifs, feuilles d’acanthe ou 
volutes qui n’ajoutent rien a la solidité de la 
colonne qu’elles décorent. Le Praticien demeure 
le Médecin tel que nous avons révé de 1’étre 
dans |’élan et la générosité de nos vingt-ans. 

Le rappel et la méditation de cette vérité 
fondamentale constitueraient un motif suffisant 
pour la ‘‘Semaine du Praticien’’. Mais elle doit 
avoir un but plus réaliste, celui de rétablir un 
contact plus intime entre le Praticien et la méde- 
cine des Hépitaux; de fournir au Praticien 1’oc- 
casion de connaitre et de juger le concours qui 
lui est offert par ses confréres des services hos- 
pitaliers pour l’observation et le traitement de 
son malade, avant, pendant et aprés l’hospitali- 
sation; l’occasion aussi de s’entretenir avee son 
collégue des Hépitaux de ces milliers de malades 
qu’on ne voit jamais dans les Hépitaux. Cette 
collaboration est une nécessité, Dans le tableau 
que compose |’Art de guérir, au contraire d’étre 
Vanticlimax, Praticiens et médecins des H6pi- 
taux doivent évoluer suivant des courbes paral- 
léles. Comme les paralléles ils se rejoignent 
dans |’infini: Praticien, spécialiste ete., on ne 
trouvera qu’un seul et méme titre 4 ajouter a 
leur nom sur la pierre du souvenir: 

On trouvera un bref rapport de ce programme 
a la page 409. 

WILFRID LEBLOND 
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SAMUEL PEPYS AND HIS TABLE* 
D. E. H. Cleveland, M.D. 
Vancouver, B.C. 


Samuel Pepys lived a very full and well 
rounded life and we must think of him as:one 
of the great men of British history. A volume 
could be compiled of the writings of his eminent 
contemporaries which show their great esteem, 
admiration and respect for him, in many in- 
stances expressing warm affection as well. These 
contemporaries include men high in public office, 
men of letters and artists, whose names are well 
known today. He was by no means without 
honour in his own country and his own times. 
But in the last hundred years modern genera- 
tions have been fascinated, delighted and in- 
structed by what they have learned of him 
through his own self-revelations. 

Something less than half of the Diary was 
published in 1825, but seventy years later but 
little more than four-fifths of it had appeared. 
3etween 1893 and 1899 an attempt to produce 
an authoritative and complete edition was made, 
known as the ‘‘ Wheatley Edition’’. This was 
comparatively unbowdlerized, and the concession 
was made by the editor of indicating by marks 
of omission where passages which were at that 
time considered unprintable had been left out. 

The popular and superficial notion of Pepys 
seems to have been merely that he was a typical 
libertine of Restoration times, hovering on the 
outskirts of the licentious and rakehelly crew 
that surrounded or were part of the court of 
the second Charles; intemperate in his own 
habits and familiar with gossip and seandals of 
London. He wrote a Diary in some kind of 
shorthand which he never intended or expected 
to be deciphered, richly larded with spicy detail 
of his own amorous dalliance and that which he 
knew or thought he knew of others. 


It is unlikely that he had the slightest notion 
of burying his secrets with him. He used 
Shelton’s system of tachygraphy which had 
been made public nearly twenty vears before the 
Diary began, and its transcription was no great 
feat. 

Probably he was no worse than any other 
‘‘man-about-town’’ of his own or later times. 
But his Diary was his confessional, himself the 
penitent, himself his own confessor. For him 
the darkness of the confessional was represented 
by the make-believe obscurity of the jargon in 
which he described the details of his most in- 
timate sins, a hodge-podge of Latin, French, 
Spanish and other languages of which he pos- 
sessed a smattering. He balked at putting these 
down in plain English but hid them under a 


* Read at the Eightieth Annual Meeting of the Cana- 
dian Medical Association, Section of Historical Medicine, 
Saskatoon, June 15, 1949. 


transparent veil. With similar pudenecy he 
relates that he brought home from his book- 
seller some very naughty French books of which 
he was so ashamed that he burned them at once 
—at once after he had first read them, that is— 
and he notes that he was ashamed of them 
(‘‘God forgive me’’), did read them and then 
burned them. 


How often nevertheless are we convinced that 
his contrition was sincere, and that he really 
meant his many promises to his Diary to avoid 
sin and the oceasions of sin. We may laugh ai 
‘*this eternal child’’ as Robert Louis Stevenson 
called him, with his ‘‘gusty emotional imma- 
turity of adolescence. Sweetly sentimental 
about himself’’, but the firm purpose of amend- 
ment was there even if it had a paradoxical 
bubble-like fragility and evanescence, The winds 
of passion ever blew strongly upon it. Not only 
love-making with the wives of his friends and 
associates as well as any stray possessor of a 
pretty face, and excessive food and drink, but 
the playhouse (which he said led him to neglect 
his business) seem to have been counted by him 
as sins of equal weight, although the greatest 
expressions of remorse appeared to have been 
reserved for the three last mentioned. He rarely 
attempted self-condonation. When he blacked 
his little wife’s eye or kicked his servants it goes 
down baldly in the Diary. 

It was the breadth and variety of his interests 
in all that moved about him that made Pepys 
the fascinating and truly great person that he 
was, and his Diary a book the like of which is 
not to be found in any language. His divine 
discontent with the limitations of his experience 
and knowledge and his constant endeavour to 
expand them was far more than the ‘‘ ’Satiable 
Curtiosity of the Elephant’s Child’’, even 
though it led him into situations almost as 
dangerous. His formal education was typical of 
that of a gentleman of the time, and his being 
sent down from Cambridge by reason of too fre- 
quent and boisterous drunken frolicking prob- 
ably did not seriously curtail it. His father was 
a tailor who hoped to see Sam rise to something 
better. He had influential kinsmen, such as the 
Earl of Sandwich, his cousin, who helped him 
to his start in the civil service. Although he 
probably brought with him from Cambridge 
more than a little acquaintance with the clas- 
sics and history it was not until seven years 
later that he began the formidable study of the 
multiplication table. Only a year after this, 
however, we find the Dean of Woolwich trying 
to show him the use of the slide-rule, although 
Pepys admitted he could understand nothing 
of it. Yet his cultural proclivities were as in- 
herent in him as the phototropism of a green 
plant and they led him into ecireles where the 
air was rich. He was a lover of good company, 
often convivial and indiscriminately chosen, no 
doubt, but the man who most quickly reached 
his heart was he who could show him or teach 
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him something new. Like most lovers of good 
company he loved music; he sang, performed 
on musical instruments and even composed 
good music. That he was a charter member 
of the Royal Society, later becoming its presi- 
dent, often escapes notice, and he records a 
keen and intelligent interest and makes shrewd 
observations upon many experiments and dis- 
quisitions at which he was present. 


Pepys was a man of business and not merely 
an office holder. In 1660, the year in which the 
Diary was opened, he entered upon his official 


career as ‘‘clerk of the acts’’ in the Navy 


Office, and in 1673 he was made Secretary to 
the Admiralty. This raised him to the dignity 
of the Navy Board, one of the most important 
men in naval affairs. Of his diligence and the 
energetic way in which he served his king and 
country, introducing many economies and re- 
forms, the latter often reflecting his genuine 
humanitarian spirit, much has been written, 
and the title of ‘‘Saviour of the Navy’’ which 
Arthur Bryant has bestowed upon him in the 
third of his great books on Pepys shows his 
high place in British naval history. 

The Diary, the so-called Second Diary and 
his private correspondence are rich in medical 
topies, which have been the source of much 
excellent writing in many medico-literary 
publications. These chiefly concern themselves 
with what Pepys himself considered the great 
event in his personal life, his ‘‘Cutting for the 
Stone’’, which he underwent about a year and 
a half before the first writing in the Diary; the 
circumstanees surrounding his loss of sight ; his 
death and the autopsy which followed. His 
own body and its ills, real or imaginary, were 
a never-failing source of intense interest to him, 
and his own conjectures and _ speculations 
about the cause of his various symptoms and 
complaints are full of interest and amusement 
for the medical reader, as are also the remedies 
planned or actually applied. Did he seek the 
aid of his medical counsellor and receive a 
bolus, a draught or an electuary, its composi- 
tion was noted and set down. Not only that, 
but the how, why, where and when of its effects 
in the fullest, not always savoury, detail were 
duly recorded. 

Most of his troubles, in the early years of his 
Diary, were due to intemperance in food and 
drink, perhaps more to the former. That the 
Diarist loved company is well known and it 
was often assembled about the bowl which 
flows and the table which groans. Delightfully 
naive and revealing is the entry ‘‘finding that 
as long as I keepe myself in company at meals 
and do there eat lustily (which I cannot do 
alone, having no love to eating, but my mind 
runs upon my business) I am as well as can be, 
but when I come to be alone, I do not eat in 
time, nor enough, nor with any good heart’’. 
Let us note in passing that psychiatrists are 
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today telling us that eating is not rarely a 
‘‘release mechanism’’. 


Whether imposed by official edict, economic 
pressure or better knowledge of hygiene, our 
meals of the present day in variety and quantity 
look very austere compared with those of former 
times. Judged by the standards of our own 
most profligate feasts our ancestors were huge 
eaters. Mighty trenchermen, as we should re- 
gard them today, began to disappear but a secant 
century ago. Witness the simple little repasts 
of Dickens’ novels — Copperfield entertaining 
three guests in his lodgings on a modest scale: 
‘fa pair of hot roast fowls—a dish of stewed 
beef, with vegetables—two little corner things, 
as a raised pie and a dish of kidneys—a tart—a 
shape of jelly’’ along with oysters, dessert 
and ‘‘an extensive order at a retail wine-mer- 
chant’s’’. In those latter days the ‘‘three-bottle 
man’’ who stowed that amount of port under 
hatches with the walnuts after dinner was not 
exceptional. 

When Pepys suffered qualms, pains and 
vomits there were good reasons. One need but 
search the entry for the preceding day or two 
in the Diary, although his own explanations 
sometimes look deliberately evasive, or were in- 
geniously wide of the mark. His eating was 
often haphazard and a matter of impulse, and 
as he has himself explained, led him into absent- 
minded abstemiousness. As for instance the day 
when he had a cup of ale in the market for 
breakfast, ‘‘some bread and cheese for my din- 
ner’’ after which he wandered off to a coffee- 
house where he talked and sang until he was 
turned out, and arriving home to discover that 
he was hungry after a day of slim rations, his 
wife cut him a slice of brawn, After that his 
wife, so he relates, had a very bad night of it, 
the rather ambiguous explanation being ‘‘ wind 
and cold’’. After a week’s hearty eating, as if 
to compensate for this, in which turkey-pie, 
goose, Cheshire cheese and sack-possets figured 
prominently and frequently, he betook himself 
to physic, the ineffectual working of which he 
ascribed to the cold and ‘‘great snow’’. Next 
winter his wife, recalling this, would not let him 
take his regular Sunday physic when the weather 
was cold. The sack-posset, we might explain, 
was a delectable remedy for rheumy noses, from 
which Sam suffered at this time, and colds of 
other sorts, and was essentially a drink of hot 
milk eurdled with ale, to which sack and other 
wine, spirits, sugar and spice were added. 

A notion of what he considered a ‘‘very fine 
dinner’’ in his days of beginning affluence is 
noted when he had eleven guests sit down to 
‘‘a dish of marrow bones; a leg of mutton; a 
loin of veal; a dish of fowl; three pullets, and 
two dozen larks all in one dish; a great tart, a 
neat’s tongue, a dish of anchovies; a dish of 
prawns and cheese’’. As this meal was probably 
consumed in the early afternoon it is not sur- 
prising that sitting before a hot fire at night 
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he ‘‘ate a bit’’ to sustain him through the night. 
No visitations appear to have followed, but some 
kind of penitence is expressed a few days later 
when ‘‘by chance discoursing of Marriott, the 
great eater’? he was ashamed to eat more than 
some bread and butter to suffice for a day. 

A ‘‘pretty dinner’’ for himself and his wife 
and four guests was composed of ‘‘a brace of 
stewed carps, six roasted chickens, and a jowl 
of salmon, hot, for the first course; a tanzy 
(pudding) and two neats’ tongues, and cheese 
the second’’. It would be reasonable to assume 
that as the afternoon was passed in eating, talk- 
ing, singing, and piping upon the flageolet no 
unpleasant sequel was recorded. 

Little that could be drunk came amiss to 
Pepys and there are many accounts of bad 
nights and bad morning heads after downing 
Rhenish and other wines in quantity. Wine and 
anchovies at bed time created a royal thirst, but 
lobster and rabbit agreed together better if taken 
before sleeping. A night’s debauch, to use his 
own term, on wine and walnuts, did not dis- 
courage him from breakfasting on ale and pickled 
herring, but he was not surprised when he had 
to withdraw hastily from an official conference 
to the office of ease to vomit, and felt unwell all 
day. A few days later he tasted a ‘‘cup of tee 
(a China drink)’’ but left no record of his im- 
pressions. The novelty of the performance prob- 
ably satisfied him for the time, and as he seems 
to have forgotten about it later, he evidently 
found its qualities as a beverage unimpressive. 
Several years after that he mentions his wife 
drinking it, as if it were a new thing to him, 
‘‘which Mr. Pelling, the Potticary, tells her is 
good for her colds and defluxions’’. 


When Charles II came to be crowned it was 
a time for celebrations, and Pepys found a 
friend at court in the person of Thornbury, yeo- 
man of the wine-cellar to the King, and with a 
merry company drank the King’s health as long 
as they were able to maintain equilibrium and 
consciousness. This led to another experiment, 
for when he awoke with his ‘‘head in a sad tak- 
ing through the last night’s drink, which I am 
sorry for’’ he and his friend Creed took their 
morning draught ‘‘in chocolate to settle my 
stomach’’, There is no record of the effects of 
this odd antidote, but neither is there a record 
of its repetition. 

These were the brave days of youth when the 
gullet is a wide and unbuoyed channel; all that 
passes it is forgotten—almost—and there is little 
thought for the morrow. Days of repentance 
were short, yet he had a noble struggle with wine 
in his earliest years. After numerous and in- 
creasing troublesome episodes his surgeon, Mr. 
Hollier, advised him ‘‘both as to the stone and 
the decay. of my memory (of which I now com- 
plain to him), to avoid drinking often, which I 
am resolved, if I can, to leave off’’. This, writ- 
ten on January 18, is a discreetly hedged rather 
than a valorous New Year resolution, and it was 





but ten days later that we find him visiting an 
ale-house on the way to indulge in another 
Pepysian weakness—the playhouse. This love 
of the playhouse, as has before been remarked, 
he regarded as almost a major vice, but it led 
him into no mischief, although there were occa- 
sional incidents. This particular visit led to one 
of the most comical entries in the Diary. 


‘¢. . . here I sitting behind in a dark place, a lady 
spit backward upon me by a mistake, not seeing me, but 
after seeing her to be a very pretty lady, I was not 
troubled at it at all.’’ 


A queasy stomach is soon forgotten by one 
with such a zest for life and its novelties, and 
the Diarist was not a nibbler in any sense of the 
word, nor ‘‘picky’’ with his food. ‘‘Boiled 
great oysters’’ he found would not stay put and 
were returned with the same promptitude as 
cold small beer. A little too much beef, he 
thought, made him sick. These were small 
matters in a busy life, but not too small to be 
noted, and at first they did not disturb him 
much, nor for long. For instance there was 
that moonshiny night in May when after gorg- 
ing himself with cheesecake and gammon of 
bacon, followed by the usual results, we find 
him and his wife ‘‘walking and singing upon 
the leads with great enjoyment till very late’’. 

For some years the storms that rumbled and 
thundered along the Pepysian gut caused him 
much immediate distress but their violence was 
that of a summer tempest and they left as little 
damage in their wake. He sometimes candidly 
confessed his fault which had touched them off. 
At one time he was almost convinced that wine 
had mocked him again and again, and again it 
was cold small beer for a time that was to be 
blamed for his flatulence and pain, his vomit- 
ings and purging. 

His ability to drag in some,totally unrelated 
factor to account for a malady, when the true 
cause must have been apparent to him, was 
exercised upon others as well as himself. He 
says that his friend Mr. Chetwind ‘‘by chewing 
of tobacco is become very fat and sallow, 
whereas he was consumptive’’. After the same 
fashion, following some gastronomical fatuity 
he puts the blame for its effects on cold. He 
becomes colicky after he commits the fearful 
indiscretion of ‘‘putting off my stockings to 
wipe my toes’’. On another occasion from 
‘sitting too long bare-legged to pare my 
corns’’ and again although he admits having 
drunk ‘‘a great deal both wine and beer’’ and 
then regaling himself with ‘‘cherrys and good 
wine’’ he was in great pain next day until 
copious flatus gave him some ease, but blames 
himself for ‘‘playing the fool in the water 
yesterday’’. These varied refreshments were 
incidentals in the course of a merry boating 
party down river to Deptford when he and his 
companions ‘‘pulled off our stockings and 
bathed our legs a great while in the river’’. 
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Various other exposures to cold and wetness, 
Sam was convineed, were a cause of much in- 
ward distress. He eats beans and bacon at 
bed-time and when colic results he says he has 
‘‘taken too much cold by washing my feet and 
going in a thin waistcoat’’. After he has 
drunken a great quantity of small beer and 
later a great deal of milk to ease ‘‘heartburne’’ 
he is ‘‘in mighty pain all night long but 
this I impute to the milk after so much beer, 
but the cold, to my washing my feet the night 
before’’. Yet when Mrs. Pepys becomes dainty 


—takes a bath and ‘‘now pretends to a resolu- 


tion of being hereafter very clean’’—and ac- 
cordingly banishes her lord from her bed, he 
decides he also must take a bath; but astonish- 
ingly (the month is February) makes no 
mention of taking harm from the unusual 
experience. 

He continued to take advice from his friend, 
Mr. Holliard, the surgeon, and sometimes fol- 
lowed it. He swallowed pills and electuaries 
for his colic and constipation and his long- 
suffering and much-abused bowel sometimes 
surprised him with its antiphonal responses. 
He describes a prescription for the colic which 
consists of a few drops of what amounts to a 
33% coneentrate of sulphur in oil added to a 
spoonful of syrup of coltsfoot (esteemed for its 
reputed demuleent and antispastic properties), 
the whole not greatly differing pharmacologi- 
eally from the sulphur and treacle of later 
grandmothers. He also became partial to small 
enemas, or ¢lysters, of ingenious composition : 
at first strong ale, sugar and butter was tried, 
and these appeared to be quite as delightful in 
action as elegant in appearance. Later the 
butter was replaced by honey. Mr. Holliard 
enjoined gruel in the morning and roasted 
apples at night, while he must take ale with his 
wine, and rye bread, butter and honey with his 
other comestibles, which continued to be 
diversified in quality and copious in quantity. 

Mr. Holliard probably found Pepys an un- 
ruly patient, for the latter made no seruple of 
stepping aside to obtain and put into use advice 
from others, to adopt measures which seemed 
good to him, and to indulge in his own pro- 
pensities in matters of food and drink, although 
from the end of 1664 and onwards we note 
fewer enormities. The delight which he found 
in a ‘‘delicate dish of curds and creame’’ sug- 
gests the beginning of moderation, although it 
is but a few weeks later that we find him 
revelling with a venison pasty, ‘‘a good dish 
of roasted chickens, pease, lobsters and straw- 
berries’’. 

Just after having suffered from a cold (and 
it is to be noted that by a cold Pepys always 
meant trouble below rather than above the 
diaphragm) he notes ‘‘ At noon home to dinner, 
my wife and I hand to fist to a very fine pig’’. 
The scene intrigues the imagination: Sam and 
his wife, Elizabeth, grappling with the crack- 





ling, and gorging on the succulent loins of a 
young pig. By the time they had de-greased 
their fingers and faces the wreckage must have 
resembled the charred remains of a fire-swept 
ship. But I would not suggest that Pepys was 
altogether lacking in the finer feelings of what 
was fitting at table. There is something almost 
priggish in his disgust once when he was a 
guest at his uncle’s board: ‘‘the very sight of 
my aunt’s hands and greasy manner of carving, 
did almost turn my stomach.’’ 

Until more serious bodily complaints began 
to oceupy his mind he nevertheless continued 
to be much exercised over his abdominal dis- 
comforts, still without showing any serious 
inclination to place the blame where it be- 
longed. ‘‘Up, not without some pain by cold, 
which makes me mighty melancholy, to think 
of the ill state of my health I am come 
to such a pass that I shall not know what to do 
with myself, but I am apt to think that it is 
only my legs that I take cold in from my having 
so long worne a gown constantly’’. 

Such was his patient’s insistence upon the 
preponderating role that exposure to cold, as 
from wearing lighter clothing about his middle, 
leaving his waistcoat unbuttoned, or exposing 
his feet to air or water, played in producing his 
‘feolds’’ that Mr. Holliard eventually conceded, 
or appeared to concede the correctness of this 
view. Pepys triumphantly records ‘‘ecomes Mr. 
Holliard to see me, who coneurs with me that 
my pain is nothing but cold in my legs breeding 
wind, and got only by using to wear a gowne’’. 

Finally, as for some reason the pains of this 
abdominal epoch abate or recede into the back- 
ground, Pepys expresses himself at the close 
of 1664 ‘‘at a great loss to know whether it be 
my hare’s foote, or taking every morning of a 
pill of turpentine, or my having left off the 
wearing of a gowne’’ that he has never been 
in so good plight in the past ten years as he 
has been the past four or five months. 

Despite all the trouble Mr. Holliard had been 
put to in the past two years, together with that 
given him by Elizabeth’s rectal abscess, he was 
rewarded, rather magnanimously, Sam seems 
to infer, with the sum of three pounds for his 
services. This contrasts with the sum laid out 
by the patient at the end of the following year 
upon table appurtenances—‘‘ £22 18s for spoons, 
forks and sugar-box’’. After hare’s foot, 
turpentine and covering the legs, all of them 
Pepys’ own ideas, Holliard appears to have 
received little credit. 

Lest I appear to have dealt unsympatheti- 
eally and frivolously with Samuel Pepys and 
his stomach, let me assert that I do not under- 
estimate the very real distress which this part 
of his body gave rise to. The Diarist was a 
great man with many, varied and estimable 
qualities and virtues. But he was also fre- 
quently a victim of self-delusion. I think he 
may have had even greater difficulties in de- 
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luding himself that a lesser man would have 
had, and there is something undeniably ludi- 
crous in the spectacle of a man clinging grimly 
to his sins of the board while trying to convince 
himself and his advisers that his sufferings 
have their cause elsewhere. 


That the inward turmoil was but the rebel- 
lion of outraged digestive organs and not an 
expression of pathological derangement ap- 
pears from the sequel. After having suffered 
much in later years from serious disorders of 
the genito-urinary system and the eyes Samuel 
Pepys reached the seripturally-allotted limits 
of three-score-and-ten and an autopsy was per- 
formed. A brief account of this is given in a 
letter written by his nephew, John Jackson, to 
Pepys’ old friend, John Evelyn, another cele- 
brated diarist, on May 28, 1703. With this my 
sketch may be concluded: 


‘“*T must not omit acquainting you, Sir, that upon 
opening his body (which the uncommonness of his case 
required of us, for our own satisfaction as well as public 
good) there was found in his left kidney a nest of no less 
than seven stones, of the most irregular figures your 
imagination can frame, and weighing together four and 
a half ounces, but all fast linked together and adhering 
to his back, whereby they solve his having had no greater 
pains upon motion, nor other of the ordinary symptoms 
of the stone. The rest of that kidney was nothing but 
a bag full of ulcerous matter, which, irritating his 
bowels, , caused an irresistable flux, and that, his 


: 


destruction. ’’ 
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A CANADIAN HEALTH PROGRAM 
WHAT ARE THE ISSUES? 


Malcolm G. Taylor, M.A., Ph.D.* 
Regina, Sask. 


[This article appeared in the January issue of Cana- 
dian Welfare by whose kind permission it is being re- 
published. Dr. Taylor has added a section on Compulsory 
Medical Care Insurance to which exception is taken by 
Dr. G. Gordon Ferguson, Executive Secretary of the 
Saskatchewan Division, whose criticism should be read tn 
conjunction with this article. Dr. Ferguson’s letter ap- 
pears on page 409.—EDITOR. } 


For seven years the introduction of a national 
health insurance program in Canada has seemed 
momentarily imminent. How. soon we shall 
reach that ‘‘corner’’ which health insurance is 
‘‘just around’’ remains uneertain. But the 
march of events seems to warrant the assumption 


* Director of Research of the Saskatchewan Health 
Services Planning Commission. The opinions expressed 


do not necessarily represent those of the Health Services 
Planning Commission. 


that, at the next or a subsequent session of 
Parliament, the government will make its long- 
awaited fourth statement on a national health 
program. 

In 1943 an announcement was made of the 
appointment of a Select Committee on Social 
Security to examine health insurance and to 
report a draft bill to the House of Commons, In 
1945, specifie proposals for a national health 
insurance program were placed before a Do- 
minion-Provincial Conference. Failure to obtain 
the agreement of all provinces precluded adop- 
tion of these proposals. But, since it was con- 
sidered essential to make some progress towards 
the ultimate goal, the government announced in 
1948 a major program of national health grants 
to the provinces which was said to constitute the 
‘*first stage in the development of a comprehen- 
sive health insurance plan for all Canada.”’ 

Three factors indicate the early launching of 
health insurance. The first is that, with ‘the 
assistance of the Federal grants, the provinces 
are moving rapidly towards the goals of adequate 
hospital facilities and basie public health serv- 
ices. Second, all provinces are at work on their 
Health Survey reports which are to include 
‘‘recommendations for the proper organization 
of hospital and medical care insurance’’. The 
third is the recent announcement by the Prime 
Minister that a conference on Dominion-Pro- 
vineial relations is to be called during the fall. 


New Factors Since 1945 


These indications, that at long last we may 
soon embark on:a national health insurance 
program, accentuate the need for a review of 
certain of the major issues and problems in- 
volved. We cannot assume that the work was 
done in 1943-45 for, since that date, a number 
of factors have emerged which may cast such a 
program in an entirely different mould. 

The first of these is an apparent change of 
attitude at Ottawa respecting the degree of uni- 
formity in their health insurance programs 
which ean (or should) be imposed on the prov- 
inces. In 1943, the model act for the provinces 
suggested not only major outlines but many of 
the important organizational and administra- 
tive details. In 1945, the proposals to the prov- 
ineces omitted all references to organization and 
provided only that the several services be intro- 
duced in two main stages. In 1948, the Health 
Survey Grant was given to assist the provinces 
to prepare their own ‘‘recommendations for the 
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proper organization of hospital and medical care 
insurance’’, It is obvious that, with ten pro- 
vincial planning bodies, we are much more likely 
to have ten different plans than one which is 
nationally uniform. 


The second factor is the changed attitude of 
the organized medical profession. In 1943, the 
Canadian Medical Association approved the 
adoption of contributory health insurance to ‘‘be 
compulsory for persons having an annual in- 
come insufficient to meet the costs of adequate 
medical eare’’. Since that important milestone, 
however, the growth of the voluntary prepay- 
ment medical care plans has led a sufficient 
number of leaders in the C.M.A. to the belief 
that these plans can do the work, The opinion 
that these plans should be extended to cover all 
the people, with the government assisting those 
who cannot afford to pay the full premiums, be- 
came official policy at the C.M.A. annual meeting 
in Saskatoon in 1949. 


The third factor defies precise description, for 
it consists of various new developments in and 
changed impressions about health insurance 
since 1943. About a third of our people now 
have some form of prepaid health protection; 
two of the provinces have compulsory hospital 
care programs; one province has a free ma- 
ternity hospital care program; four provinces 
have organized public medical care programs 
for recipients of public assistance. The British 
National Health Service has been debated far 
and wide, and the readers of American news- 
papers and journals have watched the contro- 
versy of compulsory versus voluntary health 
insurance in the United States become one of 
the central domestic issues of our day. 


Out of such changed attitudes, greater experi- 
ence, new patterns, and wider public knowledge 
will undoubtedly come a different health insur- 
ance plan. 


What are the main issues and problems? 


FEDERAL GOVERNMENT’S ROLE 


The decision as to the réle of the Federal 
government will determine whether there is to 
be a national health program or ten provincial 
programs, the ease with which individual prov- 
inces will be able to finance health insurance, 
the pattern of taxation, and a host of similar 
issues. There are several courses which the 
Federal government might take. 


_Under this arrangement, 





The Federal government might obtain a 
constitutional amendment granting it exclusive 
jurisdiction in health insurance while leaving 
to the provinces their historic jurisdiction over 
health. As a matter of interest, in 1922 it was 
the stated opinion of the Federal Minister of 
Labour and of the British Columbia govern- 
ment that this division of responsibility was 
precisely what the B.N.A. Act did provide. 
a truly national. 
insurance program could be achieved with all 
the advantages of a uniform pattern of taxa- 
tion, benefits, payments for services, and ad- 
ministration. 


The Federal government might provide for 
national collection of a contributory health 
insurance tax and rebate the proceeds to the 
provinees. It might also, as proposed in 1943, 
prepare a detailed model act for passage by the 
provinces as a condition of receiving the 
revenues. In this way a provincially-admin- 
istered, but essentially national, program would 
evolve. 

The Federal government might, as it did in 
1945, propose grants of up to 60% of the esti- 
mated cost of certain defined services and pre- 
scribe only the order in which the services 
should be introduced, leaving all organization 
and administrative details to the provinces. 


The Federal government might propose 
grants-in-aid to the provinces for approved hos- 
pital and medical care programs, leaving to 
administrative determination the standards for 
approval. This would result in some diversity 
among provincial plans while guaranteeing 
minimum standards. The administration of the 
Federal Health Grants to date indicates that, 
for such a program, the requisite Dominion- 
provincial co-operation on an administrative 
level can be readily achieved. 

There are other possibilities, of course, some 
of them combinations of those outlined above. 
Whether it will be one of these or some other 
will probably be decided at the  Dominion- 
Provincial Conference scheduled for next 
October. 


ROLE OF VOLUNTARY PLANS 


This is a new issue resulting from the estab- 
lishment of voluntary plans in every province 
and the claims of the Canadian Medical Asso- 
ciation and the Canadian Hospital Council that 
the voluntary plans can do the job. 
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MEDICAL ASSOCIATION-SPONSORED MEDICAL 
CARE PLANS* 


There are now seven Medical Association- 
sponsored medical care plans in Canada. These 
operate in every province but Quebec:t Medical 
Services Associated (B.C.), Medical Services 
(Alberta), Medical Services Saskatoon, Manitoba 
Medical Service, Windsor Medical Services, 
Physicians’ Services Ine. (Ontario), and Mari- 
time Medical Care. In 1949, Regina Medical 
Services merged with the larger consumer- 
sponsored Group Health to become Group 
Medical Services. 


The typical contract offered by these plans is 
available to employees in groups and their de- 
pendents, provided that a specified percentage 
of eligible persons joins. The contracts provide 
medical and surgical services in the office, 
home, or hospital and, usually, special diag- 
nostic services up to a specified maximum 
value. These are known as ‘‘service benefit’’ 
contracts since the subscriber is entitled to the 
service without reference to its cost and 
doctors’ accounts are sent directly to the plan. 
This is the essential difference between these 
plans and the commercial insurance companies 
which reimburse the patient a specified amount, 
a cash indemnity, which may or may not be 
equal to the doctor’s fee (or hospital’s charge). 


In some of the medical care plans specialists 
are permitted to charge additional fees. Some 
of the plans have waiting periods for such 
benefits as maternity care and elective surgery. 
Others may exclude benefits for pre-existing 
conditions. The premiums for these services 
range from $19.20 to $24.00 per year for indi- 
viduals and from $48.00 to $73.20 for a family 
of four. Only in the B.C. plan is the employer 
required to pay one-half the premium. 


Certain of the plans offer a contract for 
individuals not in groups. This type of service 


*In addition to, and sometimes in competition with, 
the medical association-sponsored plans, there are several 
successfully operating, consumer-sponsored voluntary 
plans in Canada frequently referred to as ‘‘medical eo- 
ops.’’ The. passage of the Mutual Medical and Hospital 
Benefit (Societies) Act in Saskatchewan in 1938 spurred 
their development there. They differ but slightly from 
the medical association-sponsored plans, except in their 
basic philosophy that the consumer should control. In 
at least one province the proposal to ‘‘extend’’ the medi- 
cal association-sponsored plan would raise the question, 
‘*Why not extend the consumer-sponsored plans?’’ 


+t Medical care insurance in Quebec is available 
through Quebec Blue Cross and Les Services de Santé 
de Québec. 


contract was pioneered by Associated Medical 
Services (Toronto), a plan approved, but not 
controlled, by the Ontario Medical Association. 
As in the commercial companies, administra- 
tion of this type of contract requires scrutiny 
of every application in order to protect the 
plan against an adverse selection of risks, the 
exclusion of benefits for pre-existing condi- 
tions, and equally careful attention to all ac- 
counts. 

In addition to their general services contracts, 
the Manitoba, Windsor, and Ontario (P.S.I.) 
plans offer a limited ‘‘surgical and obstetrical’’ 
contract at lower rates. 

In 1944, Associated Medical Services also in- 
troduced a limited contract for groups. By 
1949, the ever-increasing demand for home and 
office calls (with their attendant administration 
costs) under the general services contract led 
A.M.S. to the decision to eliminate the complete 
coverage contract entirely and provide instead 
benefits for hospitalized illnesses and home or 
office calls only for fractures and surgical condi- 
tions, Underlying this change is the conclusion 
that home and office calls are a non-insurable 
risk and, moreover, that the need of most income 
earners is for protection against the catastrophie 
illness or accident rather than against the 
smaller charges for physicians’ ealls. In view 
of the long experience of A.M.S., this change in 
policy is a lesson which cannot be ignored. What 
will be the effect on the rate of admission to 
hospital of the subscribers to this new form of 
contract remains to be seen. 


Tue ‘‘BLUE CrRoss’’ PLANS 


In the voluntary hospital care insurance field 
there are now five ‘‘Blue Cross’’ plans in Can- 
ada sponsored by Hospital Associations and 
operating in Alberta, Manitoba, Ontario, Quebec, 
and the Maritimes. The B.C. Blue Cross plan 
suspended operations on December 31, 1948. 

The Ontario plan, launched in 1941, while not 
the oldest, is the largest, having 1,350,000 mem- 
bers. It offers two group enrolment contracts, 
the one providing standard care and the other 
semi-private care. In 1949, a new contract was 
added providing for enrolment of individuals. 
Necessary exclusions, waiting periods, and other 
safeguards against abuse are contained in this 
contract. 

Quebee Blue Cross, in the absence of a pro- 
vineial profession-sponsored medical care plan, 
offers two other types of cash indemnity con- 
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tracts, the one covering physicians’ calls in the 
hospital and the other surgical services in the 
home, office, or hospital. Almost one-half of 
the Blue Cross subscribers also have the medical 
contract and two-thirds have the surgical con- 
tract, thus making this hospital care plan the 
largest medical services plan in Canada. The 
Maritime plan offers similar medical and surgi- 
eal cash indemnity contracts, but they have not 
proved as popular as in Quebec. 


The Blue Cross plans in Canada, as in the 
United States, have had their greatest success in 
the industrialized urban centres where premiums 
ean be collected and transmitted by employers. 
Their enrolment in rural areas has been rela- 
tively insignificant, 


COMPULSORY HOSPITAL CARE 


The two examples of this type are the govern- 
ment programs organized in Saskatchewan in 
1947 and British Columbia in 1949. These plans 
are similar to the Blue Cross plans except that 
they provide for universal coverage, have no 
limitations other than that of medical necessity 
on the length of stay, no exclusions for pre- 
existing conditions, and no waiting periods. 
Both are financed by a personal tax which, in 
Saskatchewan, is supplemented by a substantial 
contribution from provincial general revenue. 
In Saskatchewan, it is estimated that 97% of the 
total eligible population is covered by its Hos- 
pital Services Plan. 


One of the crucial points in health insurance 
administration is the relationship of the profes- 
sional body to the administrative agency. In 
view of this, it is worth noting that, at the Cana- 
dian Hospital Council meeting in Quebec, 1949, 
the President of the Saskatchewan Hospital 
Association stated that the Saskatchewan plan 
had the full support of the Hospital Association. 


ComMPULSORY MEDICAL CARE INSURANCE 

A third governmental program which has at- 
tracted nation-wide attention is the compulsory 
medical care plan covering 55,000 residents of 
Saskatchewan’s Health Region No. 1 and fre- 
quently referred to as ‘‘The Swift Current 
Experiment’’. This program was a logical de- 
velopment, being an extension of a number of 
municipal doctor plans in that area. It is ad- 
ministered by a democratically elected regional 
health board, and provides medical and surgical 
services in the home, office, or hospital, partial 





payment of fees for necessary referrals out of 
the Region, and out-patient services through the 
local hospitals. A separate program provides 
dental care for children. 


Indications of the success and approval of this 
plan are: the tax collection record in spite of 
recent drought conditions, the number of peti- 
tions for inclusion made by residents of munici- 
palities bordering the Region, and the increase 


of 50% in the number of doctors in the area 


since the program began. For the residents it 
has, of course, meant a new tax—a compulsory 
insurance premium in return for which they 
obtain the sense of security of full range insur- 
ance coverage, the assurance of availability of a 
higher standard of medical care, and free choice 
of physician. For the physicians in the Region 
it has resulted in a greater demand on their 
time and energy but it has also provided the 
opportunity to practise without worrying about 
the financial burden on the patient, and an as- 
sured income on a fee-for-service basis averag- 
ing, for doctors in active practice, something 
over $14,000 per annum from the regional fund 
alone. 


PusB.iic MEDICAL CARE PROGRAMS 


While not strictly health insurance, organized 
public medical care programs for public assist- 
ance recipients represent an important advance 
over previous methods of providing these essen- 
tial services to such persons. The first province- 
wide program was organized in 1935 in Ontario 
when the government entered into an agreement 
with the Ontario Medical Association to provide 
to relief recipients the services of general prac- 
titioners in the home or office (but not in the 


hospital). In 1942, Old Age Pensioners and 
Mothers’ Allowance recipients became bene- 
ficiaries. 


On January 1, 1945, Saskatchewan introduced 
a program which covers all provincial public 
assistance recipients and provides a virtually 
complete medical care service in home, office, or 
hospital, and hospital, pharmaceutical, dental, 
nursing, and physiotherapy benefits. The pa- 
tient has free choice of physician and is not re- 
quired to be referred to the doctor by a social 
worker. Similar programs were introduced in 


Alberta in 1947 and in British Columbia in 1949, 
In British Columbia, Alberta, and Ontario, re- 
sponsibility for administration is vested in the 
provincial medical association ; in Saskatchewan 
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it rests with the Health Services Planning Com- 
mission assisted by a professional executive com- 
mittee. 


APPRAISAL 

Data on the extent of coverage of voluntary 
plans and government programs reveal some in- 
teresting comparisons. Approximately 2,500,000 
persons (18.3% of the total population of Can- 
ada) are enrolled in the five Blue Cross hospital 
care programs.* Slightly over 2,000,000 are 
beneficiaries of the British Columbia and Sask- 
atchewan government programs and the muni- 
cipal programs in Alberta. Similarly, 830,000 
persons are members of the voluntary medical 
eare plans (including the 389,000 who have 
surgical contracts with Blue Cross), and 507,500 
are beneficiaries of the government programs. tf 
Altogether, about one-third of the population 
are beneficiaries of voluntary or government 
plans. 

The voluntary plans demonstrate that health 
insurance is wanted and that a system of budget- 
ing medical care costs in advance is sound in 
principle and workable in practice. These plans 
have accustomed thousands of people to peri- 
odie payments of premiums into a fund, they 
have accustomed the profession and hospitals 
to deriving a regular income from a fund, and 
they have trained many capable administrators. 
On the other hand, they reveal that many low- 
income earners cannot afford the premiums 
even for limited benefits, that enrolment of 
rural residents is difficult, and that contracts 
for individuals must be hedged with restrie- 
tions and waiting periods which, while they 
protect ‘‘the fund’’, do not adequately protect 
the individual. 


The two government hospital plans confirm 
some of these observations and provide others: 
that universal coverage is as attainable as it is 
desirable, that government administration can 
be economical and efficient,t that many of the 


* As an example of the growth of consumer-sponsored 
plans, there are now over 40 co-operative medical service 
plans organized by the county Federations of Agriculture 
and the Co-operative Unions in Ontario: Their member- 
ship totals 102,600. 


t These latter include 222,500 beneficiaries of public 
assistance medical care programs in Ontario, Saskatche- 
wan, Alberta, and British Columbia; 55,000 beneficiaries 
of Swift Current Health Region; 190,000 beneficiaries of 
Municipal Doctor Plans in Saskatchewan; and 40,000 
beneficiaries of Municipal Doctor Plans in Maniteba. 

¢ According to the 1949 Annual Report of the Sas- 
katchewan Hospital Services Plan, the ratio of admin- 
istration cost to total expenditure is 5%. 





problems of individual or rural enrolment be- 
come non-existent, and that, under universal 
coverage, restrictions and exclusions are un- 
necessary. 


In view of the accomplishments of the volun- 
tary plans, within their inherent limitations, 
and the success of the two government hospital 
care programs and the Swift Current experi- 
ment, with their universal coverage, deciding 
the role of the voluntary plans in some prov- 
inces may not be easy. By all means, their 
administrative experience and their trained 
administrators must be utilized fully. 


Among others, however, these questions must 
be answered: Should government funds be 
turned over to a profession or an association for 
distribution to its own members? To what 
extent does insurance administration qualify the 
voluntary plans to administer a health service? 
In other words, in the voluntary plans emphasis 
is primarily on the ‘‘insurance status’’ of the 
subscriber in contrast, for example, to the 
Swift Current program or the British National 
Health Service where medieal need, not pay- 
ment of a premium, is the criterion of avail- 
ability of benefits. Moreover, how would co- 
ordination with the programs of other health 
agencies be achieved? If the government is to 
assume responsibility, as has been proposed, 
only for assisting those unable to pay all or 
part of their premiums, how great will be the 
task of administering the means test to a 
million or so low-income earners? 


If the Federal government does not establish 
the framework, it is impossible to predict what 
administrative patterns will emerge in the vari- 
ous provinees. As noted previously, three 
provinees have assigned responsibility for ad- 
ministering their public medical care programs 
to the medical association, and one has retained 
it as a government responsibility. Moreover, 
in one province, while medical services are ad- 
ministered by the medical association, dental 
services are administered by the dental associa- 
tion. If this pattern were followed logically in 
an of services, hospital services 
would be administered by the Hospital Associa- 
tion, drug benefits by the Pharmaceutical 
Association, physiotherapy services by the 
Physiotherapists’ Association, ete. Such an 
arrangement would produce an administrative 
structure that would be unwieldy and complex, 


extension 
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difficult to co-ordinate, and probably indefen- 
sible from the point of view of expense.* 


When it came to introducing a hospital care 
program in British Columbia, although a Blue 
Cross Plan was already in operation, responsi- 
bility for administering the Hospital Insurance 
Service was placed in the Department of 
Health and Welfare. In Saskatchewan, when 
the Hospital Services Plan was established, this 
was not an issue since no Blue Cross program 
was operating there.t 


INDEPENDENT COMMISSION OR HEALTH 
DEPARTMENT ? 


Assuming, for the purpose of this analysis, 
that the claims on behalf of the voluntary 
plans will be found to be unacceptable and 
that the decision will be in favour of gov- 
ernment administration, the next controversial 
issue is whether health insurance should 
be administered by the provincial health de- 
partment or by a so-called ‘‘non-political, 
independent commission’’. In 1942, the Cana- 
dian Medical Association announced, as its first 
principle relating to health insurance, that it 
should be ‘‘administered under an independent 
commission, the majority of whom shall be 
representative of organized medicine’’. 


As a consequence, the proposed model act 
of 1943 provided for commission administration 
with the question of composition left to the 
provinees. In 1944, the medical profession 
modified its views with respect to majority 
representation, stating only that ‘‘the inde- 
pendent non-political commission should be 
representative of those giving and those re- 
ceiving the services’’. In contrast, the opinion 


* The experience of England with administration of 
the old health insurance scheme through the ‘‘ Approved 
Societies’’ is pertinent here. Commenting on them, Sir 
William Beveridge wrote: ‘‘ Without belittling in any 
way the services rendered by all kinds of societies in the 
launching of health insurance, it is possible to decide 
that the time has come to make health insurance national. 
The reasons leading to this conclusion may be summed 
up under two heads: first, that the approved society 
system is inconsistent with the policy of the national 
minimum; second, that the approved society system has 
disadvantages for the insured persons and involves un- 
necessary administrative costs, while the compensating 
advantages which it may provide for such persons can 
be obtained in other ways.’’ Social Insurance and Allied 
Services, (H.M. Stationery Office, Cmd. 6404, 1942). 


t It is too early to make a definite prediction, but it 
would appear that the proposal of the Alberta Minister 
of Health to assist municipal hospital care programs 
will mean the cessation of operations of Alberta Blue 
Cross. 


of the public health officials is that the neces- 
sity of integrating closely preventive and 
curative services means that both should be 
under one directing head in the health depart- 
ment. Incidentally, this opinion is affirmed by 
the American Public Health Association. 


The question of responsibility was faced 
squarely by the British Government in establish- 
ing its national health service. In the White 
Paper issued in 1944, the British Government 
stated that ‘‘central responsibility must rest with 
a Minister of the Crown, answerable directly to 
Parliament and through Parliament to the 
people’’. However, this statement was modified 
by the following paragraph: 

‘Nevertheless, the Government recognizes that the 
provision of a health service involves technical issues of 
the highest importance and that in its administration, 
both centrally and locally, there is room for special 
devices to secure that the guidance of the expert is 
available and does not go unheeded.’’ 

Accordingly, the National Health Services 
Act places a general duty upon the Minister of 
Health to promote a comprehensive health 
service and, to provide him with professional 
and technical guidance, establishes a central 
Health Services Council. 


Certainly the request for an independent 
commission raises grave questions of how to 
maintain a chain of responsibility in a matter 
affecting the well-being (and the pocketbook) 
of every individual. The problem is how best 
to achieve administration which is competent, 
impartial, and responsible. 


FINANCING THE PROGRAM 


How shall we pay? There are several 
combinations of choices in answering this 
question of how we should finance a health 
program. Should it be a wholly state-financed 
plan, a contributory system, or a state-aided 
contributory system? Which of our three levels 
of government should participate and what 
proportion should each contribute? Should the 
individual pay a flat tax or a tax graduated to 
income? Should employers contribute? If the 
Federal government is to assist, the question 
arises whether it will endeavour to attain a 
nationally high standard by varying its contri- 
bution according to the fiscal needs of each 
provinee, or whether it will merely grant its 
funds on a per capita basis which tends to give 
‘‘to him that hath’’. ; 
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ORDER OF SERVICES 

The question of the order in which the various 
services in a comprehensive health program 
should be introduced is an important one. Which 
should come first—physicians’ services, hospital 
services, diagnostic services, or surgical services ? 
Or should we follow the British example and 
introduce all services simultaneously ? 

There are cogent reasons favouring both the 
gradual and the simultaneous approaches. How- 
ever, on the basis of proposals in the past and 
the experience in four provinces, it is realistic to 
assume that, in Canada, services will be intro- 
duced seriatim. 

In Manitoba, provision of diagnostic services 
was the first step; in Saskatchewan and British 
Columbia hospital care has been the first prov- 
ince-wide program; in Alberta, a maternity 
hospitalization plan came first. 

In Saskatchewan, the experience of the hos- 
pital care program has underscored the need for 
a visiting nurse service, homes for the aged, 
facilities for the chronically ill, and medical 
social service in hospitals. 


ADDITIONAL PROBLEMS 


A host of other problems must be solved; 
some of these can be left until after the main 
outlines of a program are determined but others 
cannot wait. The need for increasing the output 
of our medical colleges and nursing schools is 
paramount. The need is even greater in the 
ease of dentists. We have too few trained x-ray 
and laboratory technicians and physiotherapists. 

Experience of both voluntary and govern- 
mental plans indicates that there is need for 
experimentation in methods of paying for serv- 
ices. The time-honoured fee-for-service method 
(the only method under which there is any body 
of experience in this country) has certain de- 
fects in a comprehensive program because it 
creates an administrative problem and because 
it is geared primarily to a quantitative measure 
of service. 

Another question which deserves careful study 
is that of ‘‘deterrent’’ or ‘‘token’’ payments. 
In view of the limited facilities and personnel 
available to serve an unrestricted demand, it 
may be that a partial payment by the patient is 
necessary, 





These are the major issues and problems which 
must be faced and decided upon in launching 
a health program in Canada. 


MEDICAL ECGNOMICS 
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Thirty-five years ago the first constructive 
article on health insurance appeared in the 
Canadian Medical Association Journal. After 
dealing with the aspects which he considered 
most important, the author, Dr. A. R. Munroe 
of Edmonton, said: 


‘‘This (application of the method of insurance to 
medical services) is perhaps the largest problem that 
the younger generation of medical men will have to 
solve in their day and generation. It is worth every 
man’s while studying.’ ’* 


Dr. Munroe’s advice has been followed. Over 
a period of 30 years, no less than nine Royal 
Commissions and Legislative Committees have 
investigated and recommended programs of 
health insurance. The organized medical pro- 
fession has given a great deal of study to medi- 
cal economics from which has emerged a state- 
ment of basic principles relating to health 
insurance. Experts in the Department of 
National Health and Welfare and in provincial 
health departments have been equally diligent. 
In addition, there is the accumulated experi- 
ence of the voluntary and government plans 
now operating. ~ 

This means that we can move forward with 
confidence that, if this knowledge and experi-~ 
ence are applied to today’s issues and problems, 
there will emerge a national health insurance 
program which will ‘‘secure the development 
and the provision of the highest standards of 
health services . . . and be fair to the insured 
and to all those rendering the’ services.’’t 


* Canad. M. A. J., 4; 1112, 1914. 


+C.M.A. Principles Relating to Health Insurance, 
1944, 


In order to escape from our own specialisms we must 
as educated men and women take some interest in a 
philosophic approach to medicine. Some generality of 
understanding is the essence of a civilized culture, and 
is a crying need in medicine, and we must seek it 
earnestly if we are not to decline to the level of crafts- 
men and technicians. We have long been uneasily aware 
of the danger of such a decline, but it is fast becoming 
a reality before we have formed any clear plans as to 
how to meet and avert it. 
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Preliminary Program 


EIGHTY-FIRST ANNUAL MEETING 
OF THE 


Canadian Medical Assoctation 


In Conjunction with 
THE NINETY-SEVENTH ANNUAL MEETING OF THE 


‘ Nova 


Scotia 


Division 


TO BE HELD IN THE NOVA SCOTIAN HOTEL, HALIFAX 
JUNE 19, 20, 21, 22, 23, 1950 


President—Dr. Jack F. C. Anderson, Saskatoon. 
President-Elect—Dr. Norman H. Gosse, Halifax. 
General Secretary—Dr, T. C. Routley, Toronto. 
Assistant Secretary—Dr. A. D. Kelly, Toronto. 
Local Hon. Secretary—Dr. C. M. Jones, Halifax. 


Arrangements for the Eighty-first Annual 
Meeting to be held in Halifax during the week 
of June 19 are proceeding satisfactorily. (Gen- 
eral Council will meet on Monday and Tuesday, 
June 19 and 20. On Tuesday evening, the mem- 
bers of General Council and their wives will be 
dinner guests of the Nova Seotia Division, <A 
series of Round Table Conferences has been 
arranged for the mornings of Wednesday, 
Thursday and Friday, from nine until ten-thirty 
o'clock, to be followed by General Sessions. 
Sectional Meetings will be held on Wednesday, 
Thursday and Friday afternoons. The Annual 
General Meeting will be held on Wednesday 
evening, June 21, commencing at 8.30 o’clock. 
On this occasion, the retiring President, Dr. 
Jack F. C. Anderson, will hand over the badge 
of office to his successor, Dr. Norman H. Gosse. 






SCIENTIFIC PROGRAM 


Wednesday, June 21 
*ROUND TABLE CONFERENCES 


9.00 - 10.30 a.m. 


Anesthesia 
Post-Anexsthesia Complications. 
Dr. Ralph W. M. Ballem, Halifax (Chairman). 


Medicine and Psychiatry 


Psychosomatic Disorders of the Gastro-intestinal Tract. 
Dr. Wendell Macleod, Winnipeg (Chairman); Dr. R. 
O. Jones, Halifax; Dr. Alan Walters, Toronto; Dr. 
R. K. Thomson, Edmonton; Dr. Robt. M. MacDonald, 
Halifax; Dr. John Lovatt Doust, New York. 


* The personnel of the panels for the Round Table 
Conferences, as arranged at time of going to press are 
included. The complete panels will be available for the 
next publication of the program. 


Ophthalmology 


Glaucoma. 
Dr. J. A. MaeMillan, Montreal (Chairman). 


Radiology 
Radiation in the Treatment of Carcinoma of the Cervix. 
Dr. Norman McCormick, Windsor, Ont. (Chairman) ; 
Dr. Herve Le Charite, Montreal; Dr. Ivan Smith, 


London. 
Surgery 
The Early Diagnosis and Treatment of Carcinoma of the 
Stomach. 


Dr. Alan Curry, Halifax (Chairman). 


GENERAL SESSION 
Wednesday, June 21 


10.45 a.m. 


Valedictory Address. 
Dr. Jack F. C. Anderson, Saskatoon, President, Cana- 
dian Medical Association. 
The Osler Oration: Cortisone and ACTH—Their Current 
Application to Medical Problems. 
Dr. George W. Thorn, Boston, Mass. 
Roentgenological Aspects of Peptic Ulcer. 
Dr. R. Schatzki, Boston, Mass. 





SECTIONAL MEETINGS 
Wednesday, June 21 


2.15 p.m. 
Anesthesia 
Atelectasis. 
Dr. Carl Stoddard, Halifax. 
New Anesthetic Drugs. 
Dr. Harold R. Griffith, Montreal. 
Anesthesia for Tonsillectomy and Adenoidectomy. 
Dr. C. R. Stephen, Montreal. 


Medicine 
The Diagnosis and Treatment of Pneumonitis. 
Dr. Gordon Lea, Charlottetown. 
The Use of the Artificial Kidney in the Treatment of 
Shock Associated with Hepatic Failure. 
Dr. George W. Thorn, Boston, Mass. 
Death Caused by Bronchial Asthma. 
Dr. C. H. A. Walton, Winnipeg. . 
Diseases and Disorders of the Small Intestine. 
Dr. R. M. MacDonald, Halifax. 
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Ophthalmology 
The Treatment of Detachment of the Retina. 
Dr, H. M. Macrae, Toronto. 


Exophthalmos due to Extra-orbital Lesions. 
Dr. M. R. Marshall, Edmonton. 


Preventive Medicine 
Tuberculosis Control and the Practising Physician. 
Dr. C. J. W. Beckwith, Halifax. 
Cancer as a Cause of Illness and of Death. 
Dr. O. H. Warwick, Toronto. 
The Practising Physician in the Control of Syphilis. 
Dr. Basil Layton, Ottawa. 
The practising Physician in a Public Health Ortho- 
pedic Program. 
Dr. B. F. Miller, Halifax. 


Psychiatry 
Post-traumatic Cerebral Syndromes. 
Dr. J. C. Richardson, Toronto. 
Modern Trends in Psychiatry. 
Dr. Daniel Blain, Washington, D.C. 
The Manner and Time for Psychiatric Referrals. 
Dr. A. E. Moll, Montreal. 
Personal Factors in Accidents. 
Dr. G. E. Hobbs, London. 


Radiology 
Renal Tuberculosis. 
Dr. H. B. Murphy, St. John’s, Newfoundland. 
Treatment of the Leukemias. 
Dr. Albert Jutras (with the co-operation of Dr. Jean 
Pierre Jean), Montreal (Radiological Aspect). 
Dr. Arthur H. Squires, Toronto (Therapy). 
Expanding Lesions of Bone. 
Dr. J. W. McKay, Montreal. 
Reticulum Cell Sarcoma of the Rib. 
Dr. H. R. Corbett, Sydney. 
Topic to be announced. 
Dr. Richard Schatzki, Boston, Mass. 


Surgery 
The Treatment of Acute Appendicitis. 
Dr. G. M. Brownrigg, St. John’s, Newfoundland. 
Intra-thoracic Tumours. 
Dr. R. C. Laird, Toronto. 
Diverticulitis of the Sigmoid—Its 
Management. 
Dr. P. H. T. Thorlakson, Winnipeg 
Experiences with Lung Resection in Pulmonary Tuber- 
culosis: A Review of Sixty Cases. 
Dr. Earl Hiltz, Kentville, N.S. 


Complications end 


ROUND TABLE CONFERENCES 
Thursday, June 22 


9,00 - 10.30 a.m. 


Medicine and Dermatology 
Skin Lesions of Syphilis. 
Dr. D. S. Mitchell, Montreal (Chairman); Dr. G. E. 
Craig, Montreal; Dr. Roy Forsey, Montreal; Dr. 
James McLean, Montreal. : 


Obstetrics, Gynzcology and Anssthesio 


The Relationship of Anxsthetics to Maternal and Fetal 
Mortality and Morbidity. 

Dr. F. L. Johnson, Hamilton (Chairman); Dr. Kent 

Irwin, Charlottetown; Dr. Joseph Tanzman, St. John; 

Dr. H. R. Griffith, Montreal; Dr. C. H. L. Baker, 

Halifax; Dr. L. E. Prouse, Charlottetown. 
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Otolaryngology 
Local vs. General Anexsthesia. 
Dr. R. H. Stoddard, Halifax (Chairman). 


Pediatrics 
Clinical Demonstration, Hospital for 
Halifax. 
(Dr. G. B. Wiswell in Charge) 


Sick Children, 


Surgery 
Fractures of the Tibia and Fibula. 
Dr. A. L. Murphy, Halifax (Chairman); Dr. Frank 
P. Patterson, Vancouver; Dr. E. C. Janes, Hamilton. 


GENERAL SESSION 
Thursday, June 22 


10.45 a.m. 


Carcinoma of the Lip and Tongue. 
Dr. H. W. Wookey, Toronto. 
Méniére’s Syndrome: Diagnosis, Pathology and Treat- 
ment. 
Dr. John R. Lindsay, Chicago. 
Uterine Retroversion. 
Dr. H. B. Atlee, Halifax. 


SECTIONAL MEETINGS 
Thursday, June 22 


2.15 p.m. 


Industrial Medicine 


What the General Practitioner and Industrial Physician 
Should Know about the Problems of Retirement.** 
Dr. R. B. Robson, Windsor, Ont. 
Aviation Medicine. 
Dr. H. E. Wilson, Ottawa. 
Antihistamines in the Prevention and Treatment of the 
Common Cold, in Industry. 
Dr. D. C. Bews, Montreal. 


Medicine 


Acute Methyl Alcohol Poisoning. 
Dr. D. J. Tonning, Halifax. 

Hypertension—A Problem of Growing Importance. 
Dr. J. A. Lewis, London. 

The Early Diagnosis of Spinal Cord Lesion. 
Dr. D. 8S. MacEachern, Montreal. 

Public Health and Medical Care in Newfoundland. 
Dr. Leonard Miller, St. John’s. 


Obstetrics and Gynzcology 
The use of Blood and Plasma in Obstetric Hemorrhage. 
Dr. Joseph Tanzman, Saint John. 
Newer Developments in Toxemia of Pregnancy. 
Dr. G. B. Maughan, Montreal. 
The Réle of Obstetric Forceps in the Management of 
Dystocia. 
Dr. John Mann, Toronto. 
The First. Stage of Labour. | 
Dr. Ruvin Lyons, Winnipeg. | 


Otolaryngology 
Facial Pain. 
Dr. E. H. Botterell, Toronto. 
Secretory Otitis Media. 
Dr. John R. Lindsay, Chicago. 
Frontal Sinus Infection and Complications. 
Dr. E. J. Washington, Winnipeg. 
Bronchoscopy in the Diagnosis and Treatment of Lung 
Disease. 
Dr. E. E. Scharfe, Montreal. 








Surgery 
The Management of Gastric Hemorrhage. 
Dr. W. Keith Welsh, Toronto. 
Recent Advances in the Treatment of Trawmatic Shock. 
Dr. D. L. C. Bingham, Kingston. 
Commissurotomy in Mitral Stenosis. 
Dr. Edouard Gagnon, Montreal. 


ROUND TABLE CONFERENCES 


Friday, June 23 
9.00 - 10.50 a.m. 
Medicine and Radiology 


The Diagnosis and Treatment of Arthritis. 
Dr. A. W. Bagnall, Vancouver (Chairman). 


Obstetrics and Gynzcology 
The Management of Difficult Labour. 
Dr. George A. Simpson, Montreal (Chairman); Dr. 
F. D. Wanamaker, Saint John; Dr. D. L. Adamson, 
Hamilton; Dr. Brian Best, Winnipeg; Dr. W. R. 
Foote, Montreal. 


Pzediatrics 
The Problems of Adolescence. 
Dr. G. B. Wiswell, Halifax (Chairman); Dr. H. B. 
Ross, Halifax; Dr. I. H. Erb, Toronto; Dr. John 
Ross, Toronto; Dr. Martin Hoffman, Montreal; Dr. 
Robert O. Jones, Halifax; Dr. W. W. Barraclough, 
Toronto; Dr. N. W. Wrong, Toronto; Dr. C. J. W. 
Beckwith, Halifax. 


Psychiatry 
Treatment in Child Psychiatry. 
Dr. E. A. Dunsworth, Halifax (Chairman). 


Surgery 
Biochemistry in Surgery. 
Dr. P. H. T. Thorlakson, Winnipeg (Chairman) ; Dr. 
Angus McLachlin, London; Dr. Martin Hoffman, 
Montreal; Dr. Donald Webster, Montreal. 


GENERAL SESSION 
Friday, June 23 


10.45 a.m. 


The Management of Difficult Labour. 
Dr. H. B. VanWyck, Toronto. 
The Changing Attitude to Drug Therapy. 
Dr. D. Selater Lewis, Montreal. 
The Place of Splanchnicectomy in the Treatment of 
Hypertension. 
Dr. Jas. A. Evans, Boston, Mass. 


SECTIONAL MEETINGS 
Friday, June 23 


2.15 p.m. 


Armed Forces 
The Medical Aspects of Civil Defence. 
Major General F. F. Worthington, Ottawa. 
The Results of Treatment of Penetrating Abdominal 
Wounds. ‘ 
Dr. R. B. Eaton, Amherst, N.S. 
The Functions of the Armed Forces Medical Services in 
Civil Defence. 
Lieut-Col. J. McCannell, Ottawa. 
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Historical Medicine 
The Surgery of Guy de Chauliac. 

Dr. George H. Murphy, Halifax. 
Lieut.-Col. F. H. Mewburn. 

Dr. Peter Campbell, Lethbridge. 
The Halifax Bridewell. 

Dr. H. L. Scammell, Halifax. 


Medicine 
The Sprue Syndrome. 
Dr. Wendell Macleod, Winnipeg. 
Choice of Patients for Sympathectomy in the Field of 
Peripheral Vascular Disease. 
Dr. Jas. A. Evans, Boston, Mass. 
The Painful Back. 
Dr. A. W. Bagnall, Vancouver. 
Some Social and Economic Aspects of Drug Addiction. 
Mr. K. C. Hossick, Ottawa. 


Obstetrics and Gynzcology 


The Diagnosis of Uterine Cancer. 
Dr. Nelson Henderson, Toronto. 

Clinical Research in Religious Orders on Carcinoma of 
.the Cervia of the Uterus, and Cancer of the Dif- 
ferent Organs, General Considerations. 

Dr. Fabian Gagnon, Quebec. 

Myomectomy as Opposed to Hysterectomy in the Treat- 

ment of Fibroids in the Child-bearing Age Group. 
Dr. H. A. Henderson, Vancouver. 


Pzediatrics 


Scurvy—Recent Experiences. 
Dr. N. B. Coward, Halifax. 
Poisonings in Infants and Children. 
Dr. John Ross, Toronto. 
Common Pitfalls in Pediatric Diagnosis. 
Dr. Stephen Weyman, Saint John. 
Breast Feeding. 
Dr. Henry B. Ross, Halifax. 


Surgery 
Surgical Treatment of Chronic Ulcerative Colitis. 
Dr. Walter McKenzie, Edmonton. 
Painful Feet. 
Dr. F. P. Patterson, Vancouver. 
The Surgical Aspects of Gallbladder Disease. 
Dr. George Skinner, Saint John. 


OTHER MEETINGS TO BE HELD IN 
CONJUNCTION WITH THE CANADIAN 
MEDICAL ASSOCIATION MEETING 
AT HALIFAX 


The Canadian Neurological Society will meet 
in Salon E, Nova Scotian Hotel, Halifax, on 
Sunday and Monday, June 18 and 19, from 9.00 
a.m. to 5.00 p.m. Secretary-Treasurer, Dr. J. A. 
Walt cs, Medical Arts Building, Toronto, 

The Canadian Rheumatism Association will 
meet in P.D.R.1, Lord Nelson Hotel, Halifax, on 
Monday and Tuesday, June 19 and 20, from 9.30 
a.m. to 5.00 p.m. 

The Canadian Society for the Study of Al- 
lergy will meet in Salon E, Nova Scotian Hotel, 
Halifax, on Tuesday, June 20, from 9.00 a.m. 
to 5.00 p.m. 

The Canadian Heart Association will meet in 
Salons B and C, Nova Seotian Hotel, on Tues- 
day, June 20, commencing at nine o’clock in the 
morning. 
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The Royal College of Physicians and Surgeons 
of Canada will meet in Sample Room No. 2, the 
Nova Scotian Hotel as follows: Executive Com- 
mittee, Wednesday, June 21; the Council, Fri- 
day and Saturday, June 23 and 24. 

The Canadian Medical Protective Association 
will meet in Salon E, Nova Scotian Hotel, on 
Thursday, June 22, at 10.45 a.m. 


The Federation of Medical Women of Canada 


The Federation of Medical Women of Canada 
will hold their Annual Meeting in Halifax, 
N.S., during the time of the Canadian Medical 
Association Meeting June 19 to 23, 1950. 

President—Dr. Jean Macdonald, 168 Quin- 
pool Rd., Halifax, N.S.; Secretary—Dr. Emma 
Adamson, 727 South Drive, Fort Garry, Winni- 
peg, Man.; Treasurer—Dr. Margaret Owens, 
625 Medical Arts Bldg., Winnipeg, Man. 


Program 


June 18—Sunday Morning, Church Service at 
St. Paul’s Chureh (C. of E.) (at which all 
are welcome). 

June 20—Tuesday (time to be 
Executive Meeting. 

June 21—Wednesday, 11.30 a.m. — Annual 
Meeting—followed by a luncheon. 

Accommodation can be arranged for women 
doctors so desiring if they will notify Dr. Alice 
Kitz, 22 Quinn St., Halifax, N.S. 

Tourist information and literature will be 
gladly supplied to anyone interested on ap- 
plication to: Tourist Bureau, Provincial Bldg., 
Halifax, N.S. 


arranged), 


REGISTRATION 


Registration certificates enabling members to 
claim deductions for Income Tax purposes will 
be mailed to all Doctors who register at the 
annual meeting. It is important, therefore, that 
those who wish to have certificates make sure 
that they register upon arrival at the meeting. 
Certificates cannot be provided to Doctors who 
have not registered. 


REUNION DINNERS 


The evening of Friday, June 23, has been set 
aside for reunion dinners, Arrangements should 
be made directly with the hotel. 


REDUCED FARES FOR RAIL TRAVEL TO 
THE ANNUAL MEETING 


The Canadian Passenger Association ‘has 
authorized special convention rates for mem- 
bers of the Canadian Medical Association and 
their families travelling by rail to the annual 
meeting in Halifax. Identification certificates 


permitting members to purchase tickets at a 
considerable saving may be obtained on appli- 
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cation to the General Secretary, Canadian 
Medical Association, 135 St. Clair Avenue 
West, Toronto 5, Ontario. 


Dates of Sale 

From points in Eastern Canada (that is Fort 
William, Armstrong, Ontario, and east thereof) 
—June 13 to 22, inclusive; except that, from 
points in Newfoundland, they will be June 12 
to 21, inclusive. 

From points in Western Canada, round trip 
tickets will be issued as follows: 

From British Columbia, June 8 to 17, in- 
clusive. 

From Alberta, June 9 to 18, inclusive. 

From Saskatchewan, June 10 to 19, inclusive. 

From Manitoba and Ontario (West of Fort 
William and Armstrong, Ont.), June 11 to 20, 
inclusive. 


Fare Basis (Adult) 


1. Going and returning same route—one and 
one-half times the adult normal one-way first- 
class or coach-class fare applying via route 
used, as shown in tariffs, plus 25 cents. 

2. Diverse routes.—Three-quarters of the 
one-way first-class or coach-class fare, as the 
case may be, applying from starting point to 
destination via route travelled on going trip, 
plus three-quarters“of the one-way fare of the 
same class applying from starting point to 
destination via route travelled on return trip, - 
plus 25 cents. 


Return Limit 
Thirty days in addition to date of sale. 


A MESSAGE TO THE LADIES 


““CIAD MILE FAILTE DO DH’ALBAINN 
NUADH!”’ 


This was a gaelic greeting brought to Nova 
Seotia by the Highland Seots. It means: ‘‘A 
hundred thousand welcomes to New Scotland !’’ 
That is what we offer you—a hundred thousand 
welcomes. We hope that all who ean will 
come, and that when you leave us you may 
carry away happy memories. We intend to do 
all we can to make this so. 

Descending to the very practical, questions 
have been asked about weather and clothes. 
Hot weather is unlikely in Halifax even 
towards the end of June. We hope that it will 
be clear and not uncomfortably cool. Where 
clothes are concerned a wool suit and a warm 
top coat are indispensable, but lighter things 
can be worn on some occasions. Remember the 
beach party and bring suitable shoes. Most 
people wear formal dress for the Wednesday 
evening functions but such dress is optional. 

Most important of all, come prepared to re- 
lax and enjoy yourselves. We are truly look- 
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ing forward to this pleasant opportunity to 

entertain visitors from other parts of Canada 

and to show them some pleasures peculiarly 
Nova Scotian. 

MarGaArRET E. B. GoOssk, 

Chairman, Ladies’ Comnuttee. 


PROVISIONAL LADIES’ PROGRAM 
Sunday, June 18 


Federation of Medical Women of Canada, Chureh 
Service, St. Paul’s Church (C. of E.), at which 
all will be weleome. 11 a.m. 


Monday, June 19 


9.00 
10.30 


a.m.—Registration. 

a.m.—Drive to Lunenburg where lunch will be 
served at Boscawen Manor at 12.30. 
p-m.—Reception at Nova Scotian Hotel for Mem- 
bers of Council and their wives, as guests of the 
Halifax Medical Society. 


0.90 


Tuesday, June 20 


9.30 
11.00 
6.00 


a.m.—Registration. 

a.m.—Informal coffee party. 

p.m.—Reception for Members of Council and their 
Wives. 
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7.00 p.m.—Members of Council and their wives will be 
guests of the Medical Society of Nova Scotia at 
dinner at the Nova Scotian Hotel. 


Wednesday, June 21 


9.00 
12.30 


a.m. to 4.00 p.m.—Registration. 

p.m.—Buffet Luncheon at the Lord Nelson Hotel 
for all the Ladies attending the C.M.A. Display of 
Nova Scotian craft work and pictures. 
p.m.—Reception on board H.M.C.S Magnificent. 
Opportunity for destroyer cruise of harbour. 
p.m.—Annual general meeting with Installation 
of President, Ballroom of Nova Scotian Hotel. 
p.m.—President’s Reception, Bedford Room, fol- 
lowed by dancing in the Ballroom and supper in 
the Main Dining Room. 


10.00 


Thursday, June 22 


).00 a.m.—Registration. 
.15 p.m.—Beach and lobster party. 
.15  p.m.—Opera—‘‘ Tales of Hoffmann’’. 


Friday, June 23 


4.15 p.m.—Special Convocation by Dalhousie Uni- 
versity in the Dalhousie Gymnasium to which all 
members of the Canadian Medical Association and 
their wives are invited. 
p.m.—‘‘ Post mortem’ 
attend! 


9.00 for any who e¢are to 


HEADQUARTERS OF THE ANNUAL MEETING AT HALIFAX, JUNE 19 TO 23, 1950 
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The Nova Scotian Hotel facing Cornwallis Square. 
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Adjoining is Union Station, and in the background 


cen be seen the ‘‘Aquitania’’, docked at the Ocean Terminals. 
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THE ANNUAL MEETING 


Have you made your reservation yet? Re- 
member the address? Dr. C. M. Jones, Halifax 
Infirmary, Halifax, N.S. 

Many are sending in their requirements, and 
all are promptly acknowledged with the intima- 
tion that they will have a later notice of their 
exact booking. Now, be fair to the Committee! 
If you find out you cannot go, or some personal 
friends invite you to stay with them in or near 
Halifax, won’t you let Dr. Jones know? It 
means a place for some other physician; it 
means that somebody expecting a guest is not 
disappointed. 

The program is shaping up well. We are 
receiving the greatest co-operation from every 
organization we call upon to assist in making 
your stay pleasant. A grand picnic on an 
island where you will see more lobsters than 
you ever saw, even under Dr. Lynch’s kindly 
auspices, and short ocean voyages daily will be 
features you will enjoy. 


. The island picnic leads to another train of 
thought. The pienie will be on MeNab’s 
Island, at the entrance to Halifax Harbour. It 


was erected in 1749. 
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‘Old Saint Paul’s’’, Halifax. Reproduction of a sketch of a century and a quarter ago. This building 
The building on the extreme right is now occupied by the Nova Scotia College of Art. 
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was first known as Cornwallis Island after 
Colonel Edward Cornwallis, the founder of 
Halifax in 1749. For generations people of 
Halifax have sought recreation on its wooded 
slopes. Carefully screened and guarded from 
the curious are part of the immensely strong 
fortifications which deny entrance to an enemy 
of this old garrison city. It was in this city 
that Wolfe made plans for his capture of 
Louisburg in 1758, and for the taking of Quebec 
in the following year. You may see the house 
where he lodged and St. Paul’s Church where 
he worshipped. This is an original edifice 
dating from the year of the city’s origin. 


Nova Scotia literally breathes history, and a 
vital sort of history tied up. with the roots of 
our nation. Halifax for example, was the home 
of Samuel Cunard the founder of the famous 
line of Trans-Atlantie Steamships named after 
him. From Pictou Harbour on the north shore 
sailed the Royal William in 1833, the first ship 
to cross the Atlantic from West to East under 
its own steam and that steam was pro- 
vided by coal mined in Pictou County. Our 


Lieutenant-Governor, Hon. J. A. D. MeCurdy, 
flew the first heavier-than-air machine in the 
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British Empire. Preceding travel by steamer Nova Seotians are so much in love with their 
and by air were the windships, the famous province that they delight in. telling visitors 
ocean clippers, whose Nova Scotia skippers where to go to see it at its best, and how to go. 
carried the name and fame of their home ports Most of its finest scenery is on by-ways, little 
across the world. In the Lunenburg Fishing travelled by the casual tourist. At the Asso- 
Fleet you will see a modern edition of ‘‘famous ciation Headquarters you will find persons who 
ships and sailormen’’. Every Canadian has can map out a trip for you after the meeting 
heard of the Bluenose. is over. If you wish to see the ruins of the 


APPLICATION FOR ACCOMMODATION 
C.M.A. MEETING, HALIFAX, JUNE 19 TO 23, 1950 


Dr. C. M. Jones, 
Halifax Infirmary, 
Halifax, Nova Scotia. 


Please reserve the following : 
(Indicate a first, second, and third choice). 


Room(s) for ......... person(s) in ......... 
1. Hotel with private bath. 4. Tourist Cabins, private bath. Outskirts of city. 
2. Hotel without private bath but running Bus transportation. 
water in rooms. 5. College Residences. 
3. Tourist Home — First Class accommodation. 6. Private Home. Selected after inspection. 


Will you notify committee if you cancel a reservation or secure accommodation 


with friends? .......... 

DA TR I on. 664 0068 E6 id HERG IAAGDIEREREA SAE CANAAN EEE 

ice on HERS ERE es be cheea eaters Exc ncceetncedicn a.m 
(Date) (Hour) p.m 

I iiccudedcc cada nickhad fcc hectel eeees eee nets cli Geena eae eas 

Means of Tranportation: Rail ............... arian: Ob aia A A Sk er a Sy 


(Note: You will receive confirmation direct from the committee accepting the reservation when made.) 


Are you willing to share a double room with another member of the Association? .......... 


Room(s) will be occupied by: 
Name Address City Province 


60 os 004.0 DOS OO OS 68 DD SHOE OOO SD Ce OHSS CD 60'S 6 C6 FFE STS 6 TADS © FCS 6 4-66 6 HT 0.46 @ 4 OOS EC Oe 6 SS OO 
o> 6 2 2 * HC 6D 0. oC Oe 6.8 6 10S KO Hw DOW 246 UO bw oe C1816 6 OU 64-5 SO BS Ce SO o SSS OL Se OLS 6k DS Be ee 8 S08 @ ees 
i> 6 64.5 © eS 6 6.w.4 O'S OG FS FE OHS 9.9.5 6TH. V9.6 6.4.8. 54 CONS + OES 6 5.6 4 ow CEOS WO Ee 6 SG Os, OG 6S, Oe DS 618 ks 
2.6 PSR 06'S OPE O10 O85 BOS B16S BE CS.4. 6 ED'S SOS. S101 HS SE O.8 8 SO 6/1 69'S. OOD CSE OSS SS EE OED Oe Oe ae ee 


5. 26s 2S 6 5. 4.6 019 6 6 O'S 06'S oS & b.S. OO 6 © O°O &-6).0 6.6.4: 6 OO BE O:6'S 6:8 SO O S..O 0.6 014-8 &.O. ES Oeee OOO O96 6 6 ES 4 8.4 O ew OE BLO SS SOLO OS 


(If children, please state age) 


This application is submitted by me as: 


(a) Member of Executive Committee. 
(b) Delegate to General Council. 
(c) Participant in Scientific Program. 


Please send confirmation to: 
Dr. ese voeosedsevsvseveseeeeseseeeeseeeeeeoees@eaeenseeeoneeet8desd- 86 © 
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great fortress of the French Monarchy, Louis- 
burg, you will go to Cape Breton. So much 
has been written of its beauty, and all of it 
true, that to add to it would be ‘‘but to gild the 
lily’’. From a practical point of view you 
should choose your itinerary there early and 
make reservations. The Annapolis Valley has 
a tremendous attraction for visitors, not only 
beeause of its apples, but for the romantic as- 
sociations with ‘‘Evangeline’’. The South 
Shore will show you how the men of the 
provinee ‘‘go down to the sea in ships’’, and at 
Wedgeport you may see what the little ships 
manned by a fellow with a rod and line some- 
times bring back. Have you heard of 700 
pound tuna? Well, that’s where they get them. 

One word of personal advice: wherever you 
20 in Nova Seotia take your time about it. If 
you rush about madly you will miss half the 
beauty. Talk to the people. You will find 
them friendly and hospitable. Every village, 
every island, every bay has a story to tell 
through the mouths of those who have lived 
beside it for generations. When you leave for 
home you will be rested. You will have ab- 
sorbed some sunshine and some sea air. Some 
beauty caught by the eye will have seeped into 
your soul and you will have caught a taste of 
the quiet philosophy which helps you to re- 
estimate your own set of values. 


If it does nothing more it will permit you 
to understand why every year across Canada 
the Nova Seotia Club in town or city meets to 
talk about ‘‘home’’, and where Bluenose meets 
3luenose as a fellow member of a _ great 
fraternity. 

H. L. SCAMMELL 








THE CAMS!I COLUMN 


Doctors’ Apprentices 


Alert to the increasing incentive to specialize, CAMSI 
(The Canadian Association of Medical Students and 
Interns) has gone on record as favouring the principle 
of stimulating greater interest in the general practice of 
medicine. 


It believes this to be a matter of education, more 
especially a broader and more intimate knowledge of the 
function, need, and value of the general practitioner in 
a community. Accordingly, a plan has been devised by 
which, through the active co-operation of practitioners 
in all parts of Canada, this education may be brought 
to medical students: doctors engaged in general practice 
are urged to accept a clinical year student 4s an ap- 
prentice during the coming summer months. 


Write to the undersigned, giving name, address and 
special qualifications of the student if desired. This 
information will be presented to the students of Canada’s 
medical schools, who will apply personally to such names 
received. Mr. Guy Lemieux, N.D.P.R., CAMSI National 
Executive, Room B’211, University of Montreal, 2900 
Mount Royal Boulevard, Montreal 26, Que. 





MEDICAL SOCIETIES 
Canadian Physiological Society 


The thirteenth annual meeting of this Society was 
held in Montreal, October 14 and 15, 1949. The fol- 
lowing titles and abstracts have been selected from the 
seventy-five papers presented. 


Biochemical Changes Occurring in the Liver During 
the Development of Acute Hepatic Necrosis. M. R. 
Abell (by invitation) and J. M. R. Beveridge, De- 
partments of Pathology and Pathological Chemistry, 
Faculty of Medicine, University of Western Ontario. 


Influence of Carcinogens on Thyroxin Activity. R. 
Bather (by invitation), W. R. Franks and A. Rodg- 
man (by invitation), Banting and Best Department 
of Medical Research, University of Toronto. 


The Effect of Anemia on the Pyridine Nucleotide 
Concentration in the Blood Cells of Man. M. C. 
Blanchaer, Department of Physiology and Medical 
Research, University of Manitoba. 


The Nature of the Diabetogenic Component of the 
Anterior Pituitary Gland. J. Campbell, and (by 
invitation) I. W. F. Davidson, D. W. Snair and 
H. P. Lei, Department of Physiology, University of 
Toronto. 


Newer Methods for Treatment of Shock, with Par- 
ticular Reference to Intra-arterial Blood Transfu- 
sions. Lewis S. Carey, Beverly J. Baxter and T. C. 
Johnson, Department of Surgery, Queen’s University. 


Continuous Recording of Muscle Potentials During 
Psychiatric Interview. F. H. Davis (by invitation) 
and R. B. Malmo, Allan Memorial Institute of 
Psychiatry, MeGill University. _ 
Purpose.—Utilization of muscle potential recording 

as an objective means of measuring tension in the inter- 

view situation is an almost completely untried procedure. 

Development of a technique for such objective measure- 

ment during interview was the first purpose of this 

investigation. A second purpose was that of looking for 

correlations between objective changes in tension in a 

symptom area, and the patient’s subjective report of 

discomfort in that area. 

Methods: (a) Subject.—45-year old white Canadian 
spinster with anxiety symptoms of long duration asso- 
ciated with dizziness, headaches, and a sensation of pres- 
sure encireling the head. 

(b) Procedure.—Muscle potentials from the forehead 
and forearm were recorded during a séries of 12 non- 
directive interviews. These physiological records were 
synchronized with a sound recording of each interview. 

(c) Treatment of data.—Approximately 60 2-second 
measurements of muscle potential level were made at one 
minute intervals throughout each record. These measure- 
ments were converted to microvolts, and the course of 
tension plotted for each interview. In addition to this, 
qualitative analysis of the records was undertaken. 

Results.—There was definite correlation between sub- 
jective complaint of headache and increase in level of 
muscle potentials from the forehead. This was shown in 
increases in muscle potentials during the latter half of 
interviews in which headache developed, and it was 
particularly evident in one interview in which headache 
in the first half of a specially conducted interview co- 
incided with a rise in muscle potentials at the same time. 
Associated with the patient’s progressive improvement, 
there was a continuous trend toward lower muscle 
potentials from the early interviews to the later ones. 
Qualitative analysis of the records revealed a consistent 
tendency for muscle potential to show reduction asso- 
ciated with the patient’s talking. Quantitative measure- 
ments confirmed this observation. 

Conclusions.—In the present case this technique of 
simultaneous recording of interview and physiological 
reactions provided a closer scrutiny of a particular 
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symptom mechanism than had heretofore been achieved. 
This technique appears promising for future investiga- 


tion of other symptom mechanisms in psychiatric 
patients. 
This research was performed under contract No. 


W-49-007-MO-422 between the U.S. Department of the 
Army, office of the Surgeon. General, and McGill 
University. 


Influence of Temperature on the Diffusion of Potassium 
Between the Red Cells and the Plasma in Preserved 
Blood. S. Fishman and O. F. Denstedt, Department 
of Biochemistry, MeGill University. 


Effect of Sound and Light on Adrenal Cortical Ac- 
itivity. Claude Fortier (introduced by H. Selye), 
Institut de Médecine et de Chirurgie expérimentales, 
Université de Montréal. 

It has been shown in previous experiments (Fortier, 
Selye, in press) that a discharge of adrenal ascorbic 
acid follows exposure to non-specific stress (cold, surgi- 
eal trauma) even after complete severance of the hypo- 
thalamo-hypophyseal pathways, through pituitary-stalk 
transection or pituitary homo-transplantation into the 
anterior chamber of the eye. It was concluded that the 
stimulation of corticotrophin release by cold or surgical 
trauma is not mediated through nervous pathways. These 
results did not, however, exclude the possibility of pure 
neurogenic stimuli specifically affecting the corticotrophic 
function of the pituitary through neuro or neuro- 
humoral stimulation. It was the purpose of the present 
study to investigate this possibility, using as neurogenic 
stimuli, on the one hand, sound produced by a powerful 
air-raid siren and, on the other hand, white light 
generated by a battery of high-wattage projectors. The 
animals exposed to light were enclosed in suitable con- 
tainers made of glass and refrigerated so as to eliminate 
the heat coneurrently produced by the lamps. The 
adrenal ascorbic acid content, determined by the method 
of Roe and Kuether, served as a criterion of adrenal 
cortical activity. Histo-chemical estimation of the corti- 
cal adrenal lipids and of the medullary chromaffin ma- 
terial were used as additional indices. 

With these pure neurogenic stimuli, an extraordinarily 
intense and rapid discharge of adrenal ascorbic acid 
was observed within 30 minutes. These results and other 
considerations to be discussed in more detail suggest a 
neuro-humoral stimulation of the corticotrophic function 
of the pituitary under these conditions. 


Relationship of the Pituitary to Plasma Ascorbic Acid 
Level. (€. Fortier and F. R. Skelton (introduced 
by H. Selye), Institut de Médecine et de Chirurgie 
expérimentales, Université de Montréal. 


Excretion of Vitamins and their Derivatives During 
Anabolism Induced by Hormones. O. H. Gaebler 
and W. T. Behr (by invitation). (From the Edsel 
B. Ford Institute for Medical Research, Henry Ford 
Hospital, Detroit). 


Activation of the Adrenal Cortex in Psychoneurotic 
Subject. B. F. Graham, N. K. Rublee, R. Campbell, 
F. H. Elliott, M. Saffran (by invitation), and R. A. 
Cleghorn, Allan Memorial Institute, McGill University. 


A study of psychoneurotic hospital patients has been 
made with the object of determining their responsiveness 
to injected adreno-corticotrophic hormone (ACTH). As 
criteria of activity the following indicators were used (1) 
decrease in lymphocytes and (2) decrease in eosinophils 
(3) inerease in neutrophils; and in urine changes (4) 
in uric acid creatinine ratio (5) potassium (6) sodium 
(7) 17-ketosteroids and (8) neutral reducing lipids. The 
patients studied thus far are responsive to ACTH and 
show an inereasing response to graded doses. , 


A Study of the Peripheral Circulation of the Eskimo. 

J. D. Hatcher (by invitation), John Page (by in- 
vitation), and Maleolm Brown, Department of Medi- 
cine, Queen’s University, Kingston. 


Respiratory Function Tests in Healthy Young Adult 
Males. R. M. Hines and K. H. MacKay (intro- 
duced by W. R. Franks), R.C.A.F. Institute of 
Aviation Medicine, Toronto. 


The Direct Measurement of the Distensibility of the 
Minute Blood Vessels. W. Jerrard (introduced by 
A. C. Burton), Department of Biophysics, University 
of Western Ontario. 


The Use of BAL in the Treatment of Experimental 
Cadmium Oxide Fume Poisoning. H. N. MacFarland 
(introduced by D. Y. Solandt), Department of 
Physiological Hygiene, University of Toronto. 

The dosage-mortality relationship of inhaled cadmium 
oxide fume was determined by the probit technique, 
using albino rats of the Wistar strain. It was found 
that a 15-minute exposure to air containing 72.5 gammas 
of cadmium oxide fume per litre constituted an LD95 
for 200 g. rats. 

The efficacy of BAL in reducing mortality and in 
prolonging survival time of rats exposed to 2.5 to 4.5 
times the LD95 of cadmium oxide fume was examined in 
three factorially-designed experiments. Nearly complete 
protection against the lethal effect was obtained with a 
daily dose of approximately 35 mgm. of BAL, admin- 
istered subcutaneously in divided doses. In the case of 
those animals which succumbed in the course of the 
trials, a marked prolongation of survival time in com- 
parison with control rats was observed. 

Industrial accidents have resulted in the exposure of 
humans to cadmium oxide fume. In several instances 
the dosage proved to be lethal in spite of current thera- 
peutic procedures. It is suggested that BAL therapy 
may be a useful adjunct to such accepted practices in the 
clinical treatment of intoxication by cadmium oxide 
fume. 


A Nutritional Survey of Young Children in Halifax, 
N.S. Ada V. MacLeod (by invitation) and E. G. 
Young, Department of Biochemistry, Dalhousie Uni- 
versity. 

A survey of 55 children, 1 to 6 years of age, has been 
carried out by means of dietary records, supplemented 
by anthropometric measurements, physical, urinary and 
hematological examinations and assessment of age of 
calcifications by radiographs. The observations were re- 
peated after six months. 

Quantitative data have been obtained relative to twelve 
essential nutrients and the levels of consumption com- 
pared with modern dietary standards and considered in 
relation to physical state and growth. From the results 
it has been possible to construct curves relating body 
weight to consumption for some nutrients and to arrive 
at average figures per kilogram or per 1,000 cals. for 
others. 

The period of two to three years of age has been 
shown to be a critical one in the nutrition of children. 


An Alteration in Iodine Metabolism Produced by 
Trauma. W. F. Perry, Department of Physiology 
and Medical Research, University of Manitoba. 


Studies on the Effect of Induced Asthma-like Attacks 
on Pulmonary Function and Circulation of Man by 
Means of Cardiac Catheterization, B. Rose (and 
by invitation) Ian Rusted, J. A. Fownes and A. L. 
Johnson, McGill University Clinic and Department 
of Medicine, Royal Victoria Hospital. 


Sensitization of the Gastric Glands to Histamine Fol- 
lowing Cervical Vagotomy. M. Schachter, Depart- 
ment of Physiology, Dalhousie University. 


Abnormal Electromyographic ‘Responses to Sensory 
Stimulation in Psychoneurosis. C. Shagass (by in- 
vitation), B. Malmo and J. F. Davis (by invitation), 
Allan Memorial Institute of Psychiatry, MeGill 
University. 
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The Accumulation of Acetaldehyde in the Blood after 
Administration of ‘‘Antabuse’’ and ‘‘Alcohol’’. H. 
Ward Smith (by invitation), Department of Phar- 
macology, University of Toronto. 


Effets de l’acide ascorbique sur plusieurs variables 
biologiques normalment affectees par le froid. M. 
Thérien, J. Leblanc (sur invitation), O. Héroux (sur 
invitation) et L. P. Dugal, Institute of Hygiene 
and Human Biology, Laval University. 


Adrenal Function in the Newborn. Eleanor H. Ven- 
ning (and by invitation) Charles H. Read and M. P. 
Ripstein, the McGill University Clinic, Royal 
Victoria Hospital, Montreal. 


L’Hopital de l’enfant Jésus 


L’H6pital de l’enfant Jésus, Quebec, is holding a 
‘*Clinical Week’’ for general practitioners in Quebec 
City, April 17 to 22. The full program will be provided 
at the meeting. It includes papers and addresses by Dr. 
J. Sirois on ‘‘Le comportement du Praticien en présence 
de traumatismes craniens’’. Dr. C. A. Gauthier on ‘‘ De 
quelques accidents nerveux au cours de _ 1’insulino- 
thérapie’’. Dr. H. Laliberté on ‘‘La conduite du 
Praticien en présence de l’hypertendu’’. Dr. de la B. 
Fortier on ‘‘ Aspect séméiologique et thérapeutiques des 
troubles digestifs chez le nourrisson’’. Dr. A. Pouliot 
on ‘Les traumatismes articulaires’’. Dr. H. Beaudet on 
‘*La chirurgie au service des affections thoraciques’’. 
Dr. L. Reid on ‘‘Le traitement des cervicites en 
clientéle’’, Dr. A. Pettigrew on ‘‘La conduite du 
praticien en présence du drame appendiculaire’’. Dr. de 
la B. Fortier on ‘‘Les affections pédiatriques courantes 
en clientéle’’. In addition to these there will be ward 
rounds and visits to various special departments. All 
practitioners are heartily welcome. 


CANADIAN ARMED FORCES 


News of the Medical Services 


The recent combined United States—Canadian Armed 
Forces Exercise ‘‘Sweetbriar’’ held during February 
offered an excellent opportunity for general study of 
the medical problems to be expected in an Arctic 
campaign. The manceuvres were held along the North- 
west Highway System between Whitehorse in the Yukon 
and Northway, Alaska, in temperatures frequently as low 
as minus 50° F. The armies and air forces of both 
countries ‘contributed medical units. In particular, the 
recently organized Canadian Army Active Force medical 
unit, No. 37 Field Ambulance from Camp Borden, Ont., 
and the specially trained R.C.A.F. Flight Nurses had 
their first chances to show their mettle. 

Among the many problems upon which valuable ex- 
perience was gained were: the special requirements of 
air and ground evacuation of casualties in the Arctic, 
the dependability and usefulness of the various types of 
vehicles, sleds, and toboggans employed for medical 
purposes, the peculiar hazards of winter warfare, and 
methods of providing nutrition, clothing, heating, and 
shelter. 

Due to careful indoctrination beforehand, preventable 
illnesses and accidents were minimal. It was remark- 
able that no serious eases of frostbite occurred. It was 
also noteworthy that in spite of the serious fire and 
carbon monoxide hazards to be expected from.the use 
of stoves in tents and vehicles, casualties from these 
sources were few. 

Nutrition was well maintained by the use of group 
ration packs. The practice was for one member of each 
group of five to prepare the meals, and the variety of 
articles made possible a different menu for each day of 
the week. Those on isolated duty were supplied with 
special individual packs; emergency rations were also 
carried by all personnel. 


The problem of shelter and warmth was found to be 
of paramount importance in the treatment of casualties, 
being much more serious than was encountered in the 
Canadian winter campaigns of the late war, when 
partially demolished houses or barns were usually obtain- 
able. Much investigation remains to be done to provide 
reliable methods of heating of shelters where wound 
treatment is to be carried out. 

The value of close liaison among the medical services 
of both armies and air forces was demonstrated. 
U.S.A.F. and R.C.A.F. aircraft were used interchange- 
ably to transport casualties to hospital. The exercise 
showed that apart from first-aid, the most urgent duty 
of the field medical services in Arctic warfare, is to 
transport patients as rapidly and warmly as possible 
to temporary shelter where they may be prepared for air 
transport to hospital. 

Combined U.S.—Canadian medical field exercises, last- 
ing throughout the month of February, were held at 
Camp Shilo, Manitoba. The training program was 
participated in by groups from the U.S. Army Medical 
Corps, the R.C.A.M.C. and the R.C.A.F. Health Services. 
The exercise, which was similar to one held in the area 
in 1949, included the testing of medical equipment for 
performance in sub-zero temperatures. 





Arrangements are being made for the distribution 
of both stationary and portable (cuirass) type iron lungs 
to the larger armed forces units in Canada. This policy 
will ensure essential equipment of this nature being 
readily available in all areas for the treatment of Serv- 
ice patients should the need arise. 





In view of the important part nursing services play 
in the medical care of service personnel and in order to 
further develop inter-service co-ordination a committee 
consisting of the Directors of Nursing Branches of the 
Armed Forees has been formed. While these officers 
have conferred many times in the past the new com- 
mittee will act as an official body to carry out studies 
and recommend nursing policy under direction of the 
Inter-Service Medical Committee. 

Former members of the Armed Forees who have 
served since September 30, 1947, are now eligible for 
certain treatment benefits supplied by the Department 
of Veterans’ Affairs. In brief, these benefits will be 
limited to the treatment of conditions for which treat- 
ment was received during service or noted at the time 
of release. Length of treatment is based on the indi- 
vidual’s period of service but will not exceed one year. 
This arrangement is particularly advantageous in the 
ease of personnel who, on being released from the forces 
as medically unfit, require continued active treatment. 
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Compulsory Medical Care Insurance 
To the Editor: 


May I thank you for the printer’s proof of Dr. 
Malcolm G. Taylor’s article which arrived in the office 
this morning. I understood originally that this was 
to be a reprint of the article that appeared in 
Canadian Welfare, January, 1950. If it was a reprint 
it would not carry the same sense of authenticity as 
it would if accepted fer original publication by your 
Journal. Moreover, I have read the article as pub- 
lished in Canadian Welfare and found it sound as to 
history, and where there may be differences of opinion, 
these are honest opinions and debatable points. 

Going over the proof I find that the article has been 
changed by the inclusion of the section ‘‘ Compulsory 
Medical Care Insurance’’. My comments on the article 
generally, as mentioned in the first part of my letter 
do not apply to this new section. Frankly it is in- 
accurate and in some places the truth is stated but 
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not the whole truth and therefore to me has the 
intent to mislead. For the sake of accuracy I could 
not approve the publication of this section without a 
responsible concomitant refutation. 

My specific comment on this part of the paper 
would be that although the Regional Board is elected 
democratically it does not contain a representative of 
those giving the service. The professional influence 
must be injected from outside. To the great credit of 
the present Regional Board they seek guidance from 
their physicians. On the question of services rendered 
and assistance for out of Region care, my communica- 
tion of last month seems to cover it adequately. 


The tax collection record is good but the recent diffi- . 


culties between the Regional Board and the physicians 
arose from the fact that the Board feared the collec- 
tions would be bad this year and brought pressure on 
the physicians to conform, which seriously disturbed 
the relationship. 

The increase in the number of physicians in the 
Region is not 50% to the credit of the plan. The 
whole country was suffering from the lack of physi- 
cians due to war service and a lot of the increase is 
a natural increase. I have taken the trouble to look 
in the 1929 Register and find that there were thirty- 
four physicians resident in that part of the Province 
at that time. This is exactly the number that are 
there today and the year 1929 is comparable since it 
was before the economic collapse and the drought and 
depression. 

The point in the statement which is not true is 
to state that the physicians are working on a fee-for- 
service basis. It started out that way and operated 
as such for two years. It now operates under a con- 
trolled budget which is distributed on a _ service- 
rendered basis. There is now no fixed fee for each 
service. The more work that is done the smaller is 
the relative payment for each unit. Finally the state- 
ment that the doctor’s income is on the average 
$14,000 should carry with it the notation that this is 
a gross income and is not the amount of money that 
accrues to a physician as the result of his labour. A 
survey of the expenses of practice in this Region was 
made for the years 1947 and 1948 and the information 
cbtained from income tax prepared statements. This 
survey showed the cost of practice to be 33%. On this 
basis an average net income of $9,333 per year is not 
remarkable when one considers the work being done 
and the further expenditure a physician is required to 
make for postgraduate. 

In spite of how words are used, this plan and any 
similar proposed plan is Health Insurance. No plan is 
a Health Service until both lay and _ professional 
people sit at the policy table in their own right. 

G. GORDON FERGUSON, Registrar 
Saskatoon, Sask., 
March 2, 1950. 


British Medical Association and Medical 
Association of South Africa 


To the Editor: 


I have been instructed by my Organizing Committee to 
draw your attention to the Joint Meeting of the British 
Medical Association and the Medical Association of 
South Africa which is to be held at the University of 
the Witwatersrand, Johannesburg, from July 16 to 21, 
1951. We anticipate that a large number of medical 
men from Great Britain and other overseas countries 
will be attending the Meeting and the Organizing Com- 
mittee (under the chairmanship of Dr. A. J. Orenstein, 
C.B., C.M.G., C.B.E., LL.D., M.D., F.R.C.P.) has already 
made preliminary plans. 

The program will include, inter alia, meetings of 
various scientific sections and it has been suggested that 
there may be a number of eminent medical people out- 
side the B.M.A. and the M.A.S.A. who would like to 
attend the Meeting and who may care to address a 
sectional or combined sectional meeting. If any of your 





members are proposing to come to South Africa for the 
Meeting, therefore, we should be glad to have a note of 
their names and addresses, and if they would like to 
speak at any sectional meetings please let us know in 
which subjects they are interested. C. C. P. ANNING, 
5 Esselen St., Organizing Secretary. 
Johannesburg, South Africa. 








SPECIAL CORRESPONDENCE 
The London Letter 


(From our own correspondent ) 
B.M.A. AND NUTRITION 


Much interest has been aroused by the report of the 
British Medical Association Committee on Nutrition 
which has just been published. Characterized by a 
judicial outlook which has by no means been an in- 
evitable feature of previous reports on the subject, its 
main importance lies in the emphasis laid upon the in- 
adequacy of available data to justify dogmatic con- 
clusions on the state of nutrition of this country today 
as compared with pre-war years. Not satisfied with mere 
destructive criticism, it contains a series of recom- 
mendations as to the steps that should be taken to 
ensure the collection of data which will be of, statistical 
significance. There will be general agreement with the 
statement that ‘‘it would appear to be a fair conclusion 
that the health of the population as a whole, despite the 
trials and tribulations of recent years, has been well 
maintained’’. Equally, few will disagree with the Com- 
mittee when it ‘‘emphasizes the desirability of increasing 
the supply and variety of food, and of removing all 
restrictions on the purchase of food as soon as this can 
be done without detriment to the nutrition of any sec- 
tion of the world population’’. 

Transatlantic readers will be particularly interested in 
the recommendations for a satisfactory diet for healthy 
individuals: fat, at least 25% of the calorie value of the 
diet; protein, not less than 11% of the calorie value of 
the diet, but in the case of pregnant and nursing women, 
infants, children and adolescents this should be 14%; 
‘alcium, 0.8 gm. daily for adults; iodine, 100 gm. daily 
for adults. 


ACCIDENTS IN THE HOME AND ON THE ROADS 


A recent report in The Lancet throws much interest- 
ing light on a problem which has seldom obtained the 
attention it deserved—that of accidents in the home. It 
is based upon a study of the records of some 3,000 such 
accidents in Birmingham. The three main causes of 
these accidents were: falling (42%), collisions with 
household objects (23%), and burns and secalds (13%). 
An analysis of the causes of the falls showed that many 
of these were preventable. For instance, some of the 
causes were; misuse of furniture, ¢.g., standing on chairs 
and tables; imperfect furniture, e.g., faulty steps; slip- 
ping of new shoes on highly polished floors; small pro- 
truding objects on the floor, e.g., nails. Although chil- 
dren under five years of age constitute only 8% of the 
population, they accounted for 22% of the accidents, 
whilst children under the age of 14 years accounted for 
38% of them. 

The importance of this problem is emphasized by the 
fact that accidents in the home are responsible for more 
deaths than accidents on the road. The real significance 
of this is well brought out by a striking article, also in 
The Lancet, by C. G. Learoyd, entitled ‘‘Carnage on the 
Roads’’. The annual death-roll in this country from 
road accidents is 4,500 to 5,000, and in addition 150,000 
are wounded. It has been estimated that 90% of these 
accidents are preventable, one of the most common 
causes being speeding in built-up areas. As Dr. Learoyd 
expressively sums up the position: ‘‘twelve people going 
about their tasks today are destined to be killed on the 
roads tomorrow’’. 
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READING IN HOSPITAL 


One of the most valuable of the peace-time activities 
of the British Red Cross Society is its hospital library 
department. This supplies books and magazines to more 
than 1,850 hospitals in England and Wales and 67 Serv- 
ice hospitals in Germany, the Middle East and the Far 
East. This work is carried on by 4,000 voluntary 
workers, and in.a year about 500,000 books are issued. 
To stimulate interest in this important work the Society 
organized last month an exhibition showing, among other 
things, some of the ingenious methods which have been 
evolved to allow paralyzed and crippled patients to read. 
These included an electrical device for attachment to an 
iron lung, whereby the patient by means of his chin can 
turn over the pages of a book so fixed on the iron lung 
that he can read it. Another device was a microfilm 
projector which reflects the page on to the ceiling to be 
read by the patient. 


JOHN RYLE 


The death of Professor J. A. Ryle, at the compara- 
tively early age of 60, has deprived English medicine 
of one of its most outstanding figures. A brilliant and 
loyal son of Guy’s Hospital, his greatest work was done 
while he was on the staff of his Hospital. His appoint- 
ment to the Regius Chair of Physic at Cambridge in 
1935 appeared to many to be the culmination of a 
brilliant clinical career. His acceptance of the Chair of 
Social Medicine at Oxford in 1943 did not come as a 
surprise to those who were aware of his intense social 
conscience, but there were many who felt that by this 
transfer clinical medicine had lost one of its most suc- 
cessful practitioners. Important though his work at 
Oxford undoubtedly was, to most of us John Ryle’s name 
will always be included in that great train of outstand- 
ing clinicians who have added such lustre to English 
medicine since the days of Sydenham. It will be by 
his classic, ‘‘The Natural History of Disease’’, that he 
will be remembered in the pages of medical history: 
London, March, 1950. WILLIAM A. R. THOMSON 








ABSTRACTS FROM CURRENT 
LITERATURE 


Medicine 


Lipoatrophy Following the Injection of Insulin. Col- 
jens, W. 8., Boas, L. C., Zilinsky, J. D. and Green- 
wald, J. J.: New England J. Med., 241: 610, 1949. 


Insulin lipoatrophy is the disappearance of sub- 
cutaneous fat at the site of insulin injection. Its cause 
is unknown. It may follow repeated injections of insulin 
at the same site within as short a period as a month or 
it may take several months to develop. It is unrelated 
to the type, dose or concentration of the insulin. It has 
been blamed on cresols used as insulin preservatives, on 
alcohol and its denaturants used in sterilization, on 
injury to fat cells from the hypodermic needle, lipolytic 
ferments in insulin and possible nerve injury. Intra- 
dermal skin testing done by the authors did not lend any 
support to the possibility of an allergic etiology. Com- 
plete recovery from insulin lipoatrophy occurred in all 
of seven patients in one month following injection of 
the daily dose into the deepest portion of the depression 
resulting from atrophy. NORMAN §8. SKINNER 


What Does a Roentgenographic Survey Teach the 
Public? Gahiher, C. B. and Wright, J. E.: Am. Rev. 
Tuberc., 59; 494, 1949. 


The object of this study was to test the accomplish- 
ment of the health education campaign that accompanied 
a mass roentgenographic survey and to provide informa- 
tion concerning people’s knowledge of and attitude to- 
ward tuberculosis. A sample of the county (Silver 
Spring, Maryland) was polled two months in advance 
of the survey, an intensive educational campaign was 


put on while the survey was in progress, and the same 
poll repeated on a similar sample of the same area two 
months after the conclusion of the survey. Every step, 
the design of the questionnaire, the selection of the 
sample, the training of the volunteer interviewers, and 
the analysis of the response, was carefully planned and 
executed in order that the results should be statistically 
accurate. 

The results of the poll indicated that people’s atti- 
tudes were for the most part, constructive and that the 
general level of knowledge was encouragingly high, 
especially in regard to the contagious nature of tuber- 
culosis, and the fact that it can be cured. The great 
knowledge deficiencies concerned the inheritability of 
tuberculosis, the lack of symptoms in early tuberculosis, 
climate as a factor in the cure of tuberculosis, and the 
amount of tuberculosis in older age groups. The level 
of knowledge varied according to population groups: 
men and women had approximately the same degree of 
knowledge; older people were less well informed than 
younger; information varied directly as to éducation; 
persons with tuberculosis in their families knew less than 
average. The improvement in people’s knowledge during 
the roentgenographic survey was slight, only 2.3%. 
Nevertheless improvement greater than this was noted in 
some sections of the population and in the responses to 
certain questions. Improvement was most evident in age 
groups over 45, in persons with grammar school educa- 
tion or less, in persons with tuberculosis in their families, 
and particularly in the answers to questions concerned 
with roentgenography. 

A comparison was made of the results of the Silver 
Spring poll with similar polls conducted by the Gallup 
Poll and in several cities. The most striking finding was 
the similarity of knowledge in widely separated cities. 

It would seem that during a roentgenographic survey, 
people’s ideas about tuberculosis did not change radi- 
eally, even though their ideas with regard to roentgeno- 
graphic examinations did. As advertising specialists 
know, it is better to concentrate on one thing at a time 
than to cover a multitude of points. Education is*’ 
cumulative experience, and therefore, to accomplish the 
desirable objectives of tuberculosis control, education 
must be continuous. J. F. Simpson 


The Antitreponemal Effect of Oral Chloromycetin in 
32 Cases of Early Syphilis in Man—A Preliminary 
Report. Romansky, M. J., Olanski, 8., Taggart, 8. 
R. and Robin, E. D.: Science, 110: 639, 1949. 


This paper is the first report of the systematic use of 
chloromycetin (chloramphenicol), an antibiotic originally 
isolated from Streptomyces venezuelx, a soil organism, 
in the treatment of human syphilis. Other workers have 
used it in experimental syphilis in rabbits with temporary 
clearing of treponemata from lesions, and it has been 
found to cure a high percentage of cases of gonorrheal 
urethritis with a single oral dose. Patients having 
lesions containing abundant Treponema pallidum were 
selected. There was rapid disappearance of treponemata 
with the use of relatively high doses, and on investigating 
the minimal effective dose it was found that by increas- 
ing the dosage the treponemal disappearance time was 
not appreciably shortened. A daily dose of 50 mgm. per 
kg. divided into 6 oral doses given at 4-hour intervals 
was given to 24 patients for periods of 4, 6 or 8 days. 
All cases showed initial healing in 24 hours and most 
were completely healed at the end of therapy. It was 
observed that in contrast to penicillin which heals in- 
itially at the margin of the lesion, chloromycetin healing 
is initiated from the base of the lesion, most noticeably in 
large cutaneous ulcers of late syphilis. Quantitative tests 
with the Eagle flocculation test showed a rapid decline in 
serologic titre at the end of a month following treatment. 
There was occasional mild diarrhea or complaint of dry- 
ness of the mouth. The Herxheimer reaction was either 
less frequent than with penicillin-treated cases or so mild 
that it was missed. The ability of small doses of chloro- 
mycetin to cure gonorrhea should warn against possible 
masking of co-existent but clinically or serologically un- 
declared syphilis. D. E. H. CLEVELAND 
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Artane in the Treatment of Parkinson’s Disease. 
Schwab, R. S. and Tillmann, W. R.: New England 
J. Med., 241: 483, 1949. 


The success of any drug in the treatment of Parkin- 
son’s disease is very difficult to evaluate because relief 
of symptoms can only be partially achieved. Artane, 
used alone and in combination with other drugs in the 
treatment of 44 cases, brought about some improvement 
in 67%. The initial dose was 1 mgm. four times daily 
which was gradually increased to a maximum level of 
3 mgm. five times daily. The average level reached was 
2 mgm. five times daily. Artane was found to be less 
toxic than parpanit in older patients but it was less 
effective in reducing tremor. In some cases the tremor 
became worse while the rigidity was reduced. 
16% of cases could be satisfactorily maintained on 
artane alone. In 50% best results were achieved by a 
combination of artane with parpanit, benadryl or one 
of the atropine drugs. An estimated 20 to 30% im- 
provement was brought about in 67% of the patients, 
as compared with the clinical condition prior to the use 
of artane. The drug was of no value in 33%. 

NorMAN 8. SKINNER 


Surgery 


Acute Gangrenous Cholecystitis. Clifford, W. J.: New 
England J. Med., 241: 640, 1949. 


Gangrene of the gall bladder is a complete necrosis 
of a portion of the wall and is frequently followed by 
perforation. A series of 100 proved cases of acute 
gangrenous cholecystitis is reviewed. The cause is 


considered to be complete obstruction of the cystic 
duct, usually by stone, with subsequent vascular and 
lymphatic stasis of, and increased pressure within, the 
gall bladder leading to necrosis and gangrene, usually 


starting in the fundus. Of all cases of acute chole- 
cystitis 13 to 24% go on to gangrenous cholecystitis. 
This complication occurs equally in both sexes, usually 
after the age of fifty, is almost invariably associated 
with the presence of stones and with a long standing 
history of biliary disease and the mortality rate is 
high unless surgical intervention is carried out early. 
The over-all mortality in this series was 34% per cent. 
The author concludes that the myth of ‘‘silent stones’’ 
is gradually disappearing in the face of accumulating 
statistics and that probably all diseased gall bladders 
should be removed early before such complications as 
gangrenous cholecystitis develop. NORMAN S. SKINNER 


Venous Thrombosis. Ochsner, A. and DeBakey, M.: 
J. Int. deChir., 9: 310, 1949. 


Thrombophlebitis is due to perivenous lymphangitis, 
the white thrombus is firmly attached to the vessel 
wall and the symptoms are due to inflammation and 
homolateral arteriolar spasm. Treatment is by vaso- 
dilation if there is edema, varicosities, ulceration or 
recurrent infection. If the deep veins have incom- 
petent valves, deep vein ligation is indicated. Ex- 
cision of the perivenous cicatrix is necessary when the 
deep veins are compressed by scar. Phlebothrombosis 
is more serious since the clot is a coagulation throm- 
bus and is not attached firmly. It has been shown 
that antithrombin is decreased as a result of trauma 
and this can be measured so that a predilection to 
phlebothrombosis can be assessed. The ligation of 
veins proximal to the thrombus will prevent throm- 
bosis. Alphatocopherol is an antithrombin and pre- 
vents intravenous clotting. Anticoagulants are too 
hazardous to be used prophylactically, but they are 
of value following a non-fatal pulmonary embolism to 
prevent the propagation of pulmonary thrombosis. 

BURNS PLEWES 


Chronic Ulcerative Colitis. Thorlakson, P. H, T.: J. 
Int. Coll. Surg., 12: 439, 1949. 


In the course of a full discussion of ulcerative 
colitis it is emphasized that it is usually a medical 
rather than a surgical problem. Too often, however, 
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-be suecessful. 


Only 
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the benefits of surgery are withheld too long and a 
strong case is made for earlier operation when it is 
indicated. Ileostomy does not cure any more fre- 
quently than bed rest, high protein feedings and main- 
tenance of morale. Ileostomy is the first step toward 
colectomy. Restoration of gut continuity can rarely 
Unless polyposis, persisting discharges 
of pus and blood, or malignancy is present, colectomy 
may be postponed for up to a year. ‘For those cases 
which require surgery, intensive medical treatment is 
also necessary, so that teamwork is stressed. 

BURNS PLEWES 


Athletes’ Hernia of the Tibialis Anticus Muscles. 
Oldfield, M. C.: Brit. J. Surg., 36: 405, 1949. 


Tiredness, aching and a feeling of constriction in 
the legs of athletes, mountaineers or soldiers under- 
going strenuous training may be due to hernie through 
congenitally weak places in the deep fascia over the 
tibialis anticus. These herniations of fat alongside 
small vessels and nerves occur with repeated leg strain 
after the muscles are tired. Such herniw are usually 
present in both legs, are multiple and symmetrical, and 
are easily palpated, a8 are the defects in the fascia. 
If the patient wishes to carry on his athletic activities 
repair is indicated. Fascia lata may be necessary for 
large defects, but the edges of the fascia can usually 
be drawn together with mattress sutures. Varicose 
veins are often present in the same leg. The rarer 
hernia due to a single direct trauma is due to tearing 
of the ‘muscle sheath and results in a single large 
hernia. BURNS PLEWES 


Psychological Medicine 


Psychological Phenomena in Cardiac Patients. Binger, 
C.: Bull. New York Acad. Med., 24; 687, 1948. 


The diagnosis of heart disease on insufficient evi- 
dence causes far more harm through the anxiety it 
prodtces, and the effects of these on the cardiovascular 
and respiratory systems, than any possible benefit from 
restricting activities. The cardiac pain associated with 
anxiety can be differentiated from anginal pain on 
several points: it is precordial rather than sternal, it 
lasts longer, and it is relieved only slowly, if at all, 
by nitroglycerine, and it is described fluently by the 
patient, in comparison with the difficulty in describ- 
ing the quality of his pain experienced by the sufferer 
from angina. Orthopnea and panting respirations are 
more common with structural heart disease while the 
patient. anxious about his heart feels as if he cannot 
take a deep breath. 

The common psychological phenomena of cardiac 
patients, can be divided into three groups according to 
age levels. Among children and young people with 
rheumatic heart disease attention must be given to 
problems arising out of limitation of activities, Great 
importance must also be given to allowing the mother 
to ventilate her worries and other feelings if the 
doctor wishes to provide a more healthy atmosphere 
for the young patient. The second group is comprised 
of people of early and middle age with cardiac 
neuroses. Among these, the cardiac complaints should 
be relatively ignored and the attention given to help- 
ing the individual in his general life adjustment, 
either with or without intensive psychotherapy. The 
third group of people of middle and late middle life 
who suffer from coronary insufficiency and coronary 
occlusion are less amenable to psychotherapy, espe- 
cially if there is considerable cerebral arteriosclerosis, 
but they too can be helped by attention to emotional 
factors. Prolonged bed rest may be harmful to them 
in an emotional way unless it is accompanied by 
psychotherapy. Almost everyone who has an infarc- 
tion goes through. a period of depression which can 
be relieved by attention from the physician and by 
gradually increasing activity. The heart and the pre- 
cordial area are intimately tied up with emotional 
experience, sensations in these structures giving rise 
to strong feelings as well as resulting from them, 

: W. DonaLp Ross 
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Psychosomatic Phenomena in Ophthalmology. Hart- organized labour’s interest in the program. Any pro- 


mann, E.: Brit. J. Ophth., 33: 461, 1949. 


This paper is the substance of a lecture given at the 
Royal College of Surgeons of England by a Parisian 
-ophthalmologist who once interned with Babinski and 
who by no means allowed his understanding of psycho- 
logical medicine to remain at the level possible during 
Babinski’s day. The introduction covers the philosophy 
of psychosomatic medicine in comparison with two 
previous attitudes: the earlier artificial division between 
‘forganic’’ and ‘‘neurotic’’ disorders and the later 
recognition that psychological symptoms could result 
from physical pathology. In the psychosomatic ap- 
proach as applied to ophthalmology the great import- 
ance of the vegetative nervous system for the function- 
ing of the eyes provides a ready link for understanding 
how emotional disturbances can produce temporary dis- 
turbances in visual function or lead to progressive 
organic changes. Eye symptoms may occur ‘from mainly 
physical or mainly psychological causes, or from the 
interaction of both, often requiring the management of 
both sets of factors. The author proceeds with case 
histories illustrating some of the psychological conflicts 
which may result in visual disorders, including repressed 
childhood experiences, feelings of guilt, family conflicts, 
and cedipal and inferiority complexes. Among the 
organic changes precipitated or caused by emotional up- 
sets he lists glaucoma, vascular disturbances such as 
central angiospastic retinopathy, and various muscular 
imbalances and squints. Refractive errors are influenced 
by psychosomatic factors, especially myopia due to 
cilidry spasm. The author is critical of some of the 
psychoanalytic conclusions about adolescent myopia, 
pointing out the need for simultaneous ophthalmological 
and psychoanalytic study of such conditions. He pre- 
sents a balanced attitude concerning the need for 
ophthalmologists to become more aware of their patients 
as persons, to handle for themselves the psychological 
problems of recent onset, and to refer to psychiatrists the 
individuals with deep rooted difficulties, and to collabor- 
ate with psychiatrists in open-minded investigation. A 
footnote concerning the futility of direct questioning of 
a patient as to what is worrying him in comparison with 
the value of allowing the patient to talk freely about 
himself gives some indication as to why the author has 
been so successful at exploring and alleviating so many 
of the psychological problems of the patients in his 
ophthalmological practice. W. DonaLp Ross 


Industrial Medicine 


Value of an Industrial Medical Program. 
M.: Occup. Med., 5: 656, 1948. 


Modern industrialization has produced an American 
standard of living which is the envy of the world. At 
the same time, however, it has produced environmental 
problems of chemical, physical, biologic and emotional 
natures. That the conditions under which people work 
affect the productivity and service of the worker, is now 
recognized; it is also evident that more progress is 
needed in the ‘‘humanics’’ of production. The purpose 
of this article is to justify the establishment of health 
programs in industry. The information presented covers 
a definition of industrial medical service, the problems 
which indicate the needs, the costs involved, and, the 
benefits to industry, labour and the community. 

Definitions which have been given for the term 
‘‘industrial medical program’’ vary from a first-aid kit 
to a medical care program housed in elaborate facilities. 
The extent to which the program should treat illnesses 
and injuries is defined by the American Medical Asso- 
ciation as follows: (a) Minor ailments. (b) First aid 
for urgent sickness. (c) Rehabilitation after sickness 
and injury. The program should be under the super- 
vision of a licensed doctor and should include a regis- 
tered nurse, with other personnel when needed. Each 
program must be tailor-made to fit the needs of the 
plant. Valid reasons for the establishment of medical 
programs in industry can be found in absenteeism rates, 
the known health hazards of industry, the increased 
mortality of executives, economic and social factors, and, 


Morse, K. 





gram directed toward reducing losses from illness and 
accidents has great economic significance. That organized 
labour is aware of health is evidenced by their demands 
in State legislatures and by specific labour activities. 

The cost varies with the extent of the program. 
Recent data released by the Industrial Hygiene Founda- 
tion indicate the costs for small, moderate, medium and 
large-sized plants. Assuming a plant of 100 workers, it 
would appear that a medical program can be developed 
with an original investment of $622 and with a yearly 
operating cost of $1,592. Additional figures given indi- 
cate that costs decrease in large plants. 

The value of the program is replected in monetary 
returns, productivity, industrial relations and public re- 
lations. The author quotes figures from a survey of the 
National Association of Manufacturers that are direct 
evidence that health programs, well planned and 
operated to fit each set of needs, return many times the 
investment in them. For example, in this survey, 92% 
of the companies with occupational disease experience, 
reported reduction in the incidence and severity of cases. 
The activity in health preservation not only elevates the 
worker’s interest in his health but represents to him the 
regard of management for his well-being and for that 
of his family. Moreover as the community supplies the 
manpower for industry, an industrial health program 
may be looked on as sound community economy. 

MARGARET H. WILTON 
Occupational Diseases of the Lens and Retina. Min- 
ton, J.: Brit. M. J., 1: 392, 1949. 


In this article the author first explains the radiation 
spectrum and the pathological changes which the different 
rays can produce in the eye. Some rays are potentially 
more harmful than others. Short infra-red rays when 
absorbed by the tisSues of the eye, cause an increased 
activity in the tissue cells and with it an overheating of 
the tissues. In the lens this results in formation of 
eataract. Short ultra-violet rays set up biochemical 
changes in the conjunctiva and the cornea which ‘‘after 
a latent period’’ of several hours, manifest themselves 
as a conjunctivitis or a keratitis. Excessive exposure to 
sun rays may cause pathological changes in the eye. 
X-rays and gamma rays have a direct action on the 
lens causing formation of a cataract. He then discusses 
these changes as they occur amongst glass and furnace 
workers, welders and others exposed to excessive radia- 
tion at their work. , 

In Great Britain, glass-blowers’ cataract due to infra- 
red rays emitted by the molten glass, has, for some time, 
been recognized as an occupational disease. Modern 
machines used in the making of glass bottles incorporate 
protective measures; their use is responsible for the 
great drop in the incidence of this form of cataract. 
Cataract caused by ‘‘exposure to rays from molten or 
red-hot metal’’ is also scheduled in Great Britain as an 
industrial disease and as yet very little has been done 
to prevent it. ‘‘Heat cataract’’ has been common 
among chain-makers. Welders too are exposed to exces- 
sive radiation at their work. ‘‘Are eye’’ or ‘‘welders’ 
flash’’ is extremely common. This is due to the ex- 
posure of the unprotected eye to the ultra-violet radiation 
of the are in gas welding or electric welding. Some 
infra-red radiation is also absorbed by the eye during 
the welding operation and a small amount of the result- 
ing heat energy may be absorbed by the lens producing 
serious injury. Retinal injuries may occur. These are 
burns largely produced by infra-red radiation of the 
welding are. The author draws attention also to eye 
injuries due to high-voltage electric currents. Ophthal- 
mologists have reported cases of cataract following burns 
of the body by high tension electric currents. A rarer 
type of injury may occur from exposure of the eye to a 
powerful electric flash. Two case histories are given 


to illustrate these conditions. 

In order to prevent the dangerous effects of radio- 
active substances, great care should be taken today to 
protect all workers handling them. 

MARGARET H. WILTON 








OBITUARIES 


Dr. William Jamieson Abbott died of bronchopneu- 
monia and arteriosclerotic heart disease on November 15, 
in Cleveland, Ohio. He graduated in medicine from the 
University of Toronto in 1901. 





Dr. Alfred Ernest Ardiel, aged 73, died in Okotoks, 
Alberta on January 23, from a heart attack. Born in 
London, Ont., he received his medical training at the 
University of Western Ontario, graduating in 1905. 
Shortly after, he moved to Okotoks, where he practised 
since that time. He was a veteran of the South African 
War. For several years, he was coroner at Okotoks. He 


was a member of St. Peter’s Church, and had been: 


rector’s warden for many years. He had been a past 
grand master of the Corinthian Lodge No. 22 A.F. & 
A.M. Surviving are a daughter, one son, three grand- 
children, and one brother. 





Dr. Joseph Robins Arthur of Collingwood, Ont., died 
on December 29. He graduated in medicine from the 
University of Toronto in 1891. 





Dr. Katherine Bradshaw of Montreal, died on 
November 24. She graduated in medicine from the Uni- 
versity of Toronto in 1897. 





Dr. William Canfield of Wallacetown, Ont., was 
killed February 17 in an automobile-train crash in 
Florida. 





Dr. William J. Chapman died suddenly on January 
26 in St. Catharines, Ont. He was chairman of the St. 
Catharines Public Utilities Commission and honorary 
president of the Ontario Municipal Electric Association. 
He was also past president of the Lincoln County Medi- 
eal Association. In the field of sports, he was medical 
examiner and club doctor of practically every sports 
organization in the city from the time he arrived here 
in 1908. 

Born at Holland Landing he graduated from Trinity 
University Medical College in 1904. He was an active 
member of the medical staff of the St. Catharines Gen- 
eral Hospital, where he served as surgeon-in-chief. He 
is survived by his widow, one son, one daughter, three 
brothers and one sister. 





Dr. John Christie died on February 3 at St. Paul’s 
Hospital, Vancouver. Born in Ontario, he came to Van- 
couver in 1913, six years after his graduation from the 
University of Toronto Medical School. He is survived 
by his widow, a daughter, a grandson and a sister. 





Dr. John William Cook, Fort William district 
coroner since 1929, died suddenly on February 3, in his 
74th year. Born on April 24, 1876, on a farm in Ker- 
wood district near Strathroy, Ontario, he attended the 
rural public schools in Kerwood district and received 
his secondary school education at the Strathroy Collegiate 
Institute. He graduated in medicine from the University 
of Toronto in 1903. During his youth and while attend- 
ing university he was active in sports, which he later 
followed in Fort William with keen enthusiasm. 

He was a life member of the Ontario Medical Asso- 
ciation and one of the oldest members of the Thunder 
Bay Medical Society. He was a 32nd degree Mason 
He was a member of Royal Lodge No. 453; Superior 
Lodge of Scottish Rite Masons; a member of Nanna- 
Bijou Chapter of Rose Croix and a Shriner, being a 
member of Khartum Temple, Winnipeg. He is survived 
by his widow and a twin sister. 





Dr. Alfred Steadman Estey, aged 83, died on Febru- 
ary 4 in Vancouver. He was born in Bright, N.B., and 
came to Calgary in the early part of the century where 
he was city medical health officer from 1910 to 1916. He 
was past master of Perfection’ Lodge No. 9, Calgary, past 
Preceptor of Cyprus Preceptory and past Supreme Grand 
Master of Knights-Templar in Canada. He was also past 
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Potentate of Al Azhar Shrine Temple, and a member of 
the Calgary Lodge of Perfection and Edmonton Con- 
sistory, A. and A.S.R.M. His wife predeceased him 
several years ago, he is survived by a daughter. 





Dr. Alexander Bailey Field of Forest River, North 
Dakota, died August 29. He graduated from Victoria 
Medical School in 1891, 





Dr. Wesley Egerton George of Port Elgin, Ont., 
died October 4. He graduated in Medicine from the 
University of Toronto in 1906, 





Dr. Robert Lyle Hutton, aged 70, died in Brantford, 
Ont. on January 30. Born in Toronto, he was educated 
at Queen’s University, and graduated in medicine from 
the University of Toronto in 1906. He took post- 
graduate studies in Edinburgh University and was a 
Fellow of the Royal College of Surgeons. A pioneer in 
medicine in Saskatchewan, he practised in Rosthern from 
1906 to 1914. He served in the Royal Army Medical 
Corps during the First World War and saw service at 
Gallipoli. He settled in Brantford in 1918 and was a 
coroner for many years. He was a former president 
of the Brant County Medical Society, a medical officer 
for the veterans’ department and a member of the Brant- 
ford Shriners’ Club. He leavex his widow, two 
daughters, a son, two brothers and a sister. 





Dr. Perry Orr King of St. Thomas, Ont., died on 
November 11. He graduated in medicine from the Uni- 
versity of Western Ontario in 1910. 





Dr. Leo George McCabe, aged 63, died on February 
2, at his home in Windsor, Ont. after a heart attack. 
For more than 20 years he was chief of the surgical staff 
of Hotel Dieu Hospital. He retired from that post in 
1948, He graduated in medicine from the University of 
Toronto in 1908 and later earned a fellowship in the 
Royal College of Surgeons of Canada. He is survived 
by two brothers and one sister. 





Dr. John Angus MacDougall, superintendent of St. 
Joseph’s Hospital, Winnipeg, died at the Montreal 
Neurological Institute on February 21. He was 67. 
Born in Prince Edward Island, Dr. MacDougall was a 
graduate of the Manitoba Medical College, Winnipeg. 
Survivors include his widow and a daughter. 





Dr. Dilys Francis (Williams) McLaren of Toronto, 
died January 27. She graduated in medicine from 
McGill in 1941. 





Dr. Elson B. Potts, aged 48, assistant director of 
the St. Thomas and Elgin Public Health Unit and a 
leading anesthetist of the district for years, died at his 
home in Yarmouth Heights following several months’ 
illness. He pioneered in public health work in St. 
Thomas organizing numerous child clinics and inaugu- 
rating mass surveys for tuberculosis in the city and 
county. He was medical officer of health for Yarmouth 
township for several years. Born on April 16, 1902, in 
St. Thomas, he graduated from the St. Thomas Collegiate 
Institute before entering the University of Western 
Ontario, where he graduated in medicine in 1928. He 
was active in Collegiate and University athletics, par- 
ticularly in rugby. 

He was a member of First United Church and was a 
member for a number of years of the St. Thomas Golf 
and Country Club and of the St. Thomas Kiwanis Club. 
He was a member of the officers mess of the Elgin Regi- 
ment. He held the Scottish Rites degree in Masonry. He 
is survived by his widow, his mother, three sons and a 
daughter. 


Dr. H. A. Lestock Reid, aged 81, died on February 
6 at Rochester, Minn. Dr. Reid, who practised in Prince 
Albert, Sask., for 56 years, retired in 1946 and had lived 
in Toronto since. Born in Australia, he came to Prince 
Albert in 1877 and was a surgeon for the R.C.M.P. for 
many years. His wife predeceased him in 1947, 
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Dr. John Franklin Rupert died in Wallaceburg on 
January 23, in his 90th year, following a lengthy illness. 
He was a native of Oxford County. In his early years 
he taught school in Oxford county and later on, prac- 
tised medicine in Michigan. He returned to Canada in 
1904 and resided in Leamington until 1928 when he 
engaged in the drug business in Toronto with his younger 
son. His wife predeceased him in 1930. Surviving are 
two sons and a sister. 





Dr. James Henry Scott of Hempstead, N.Y., died 
on December 17. He graduated in medicine from 
Queen’s University in 1919. 





Dr. Maurice Shear, aged 59, of Montreal, suffered 
a heart attack and collapsed on. the street while attend- 
ing the funeral of his father in Kingston, Ont., on Janu- 
ary 25. He is survived by his mother, one brother and 
one sister. 





Dr. Harry-T. Smith est mort 4 Nicolet le 26 janvier 
i l’Age de soixante-quinze ans. I] était malade depuis 
plusieurs semaines. Il] fut durant de nombreuses années 
grand chevalier du conseil 1326 des Chevaliers de Colomb 
de Nicolet. Il laisse, outre son épouse, sept fils, trois 
filles, un frére et deux sceurs. 





Dr. Frederick Barton Thornton of Toronto, died on 
January 11. He graduated in medicine from the Uni- 
versity of Toronto in 1906. 





Dr. Louis Edwin Williams of Madison, New Jersey, 
died of a coronary thrombosis on October 22. He gradu- 
ated in medicine from Queen’s University in 1913. 





Dr. George Hudson Wilson, a native of Morpeth who 
was formerly a general practitioner in London, died at 
his home in Cloverdale, B.C., on February 10. During 
World War I he served overseas as surgeon with the 75th 
Battalion C.E.F., and after the war was in charge of a 
hospital in Alaska for three years before setting up 
practice in the Vancouver area. He retired four years 
ago. Surviving are his widow and a daughter. His only 
son was killed on Sicily during World War II. 








NEWS ITEMS 
Alberta 


Sir Reginald Watson-Jones was a guest of the Uni- 
versity of Alberta Medical Faculty during his travelling 
lectureship from England. Sir Reginald left many ad- 
miring friends in the large audiences to which he pre- 
sented his wide knowledge upon orthopedic problems. 
The conservatism in his methods of treatment were most 
welcome and his short but valuable stay in Edmonton 
will be long remembered. Dr. H. H. Hepburn, Professor 
of Surgery at the University was Chairman of the meet- 
ing, many surgical visitors were present from the 
Southern cities of the Province to hear Sir Reginald 
Watson-Jones. 





Dr. Frederick G. Day who recently returned from 
England after an extensive postgraduate period, has 
taken up practice in orthopedic surgery in Edmonton. 
Dr. Day is a graduate in medicine from the University 
of Alberta and served overseas with. the R.C.A.M.C, 





Dr. Stephen B. Thorsen has taken up _ practice, 
specializing in internal medicine in the City of Calgary. 
Dr. Thorson is a Diplomate of the American Board of 
Internal Medicine. 





Dr. J. A. L. Gilbert, a graduate of the University of 
Edinburgh has commenced practice in Edmonton. Dr. 
Gilbert is limiting his practice to Internal medicine. 





Dr. A. B. McCarten formerly of Winnipeg is now 
specializing in General Surgery in Edmonton. 





Preparations are being made for the forthcoming 
Refresher Course arranged by the University of Alberta 
Medical School. This year’s program is of much 
interest under the capable chairmanship of Dr. John 
MacGregor, Professor of Pathology at the University. 
The course will be given in May, the exact dates will be 
announced later. 





The Surgical Society of Western Canada held its 
annual meeting in Edmonton on February 21 and 22. A 
fine attendance of the members were present from Mani- 
toba and Saskatchewan, and a number of excellent papers 
were presented. The next meeting will be held in the 
city of Winnipeg. W. CARLETON WHITESIDE 


British Columbia 


Dr. C. H. Vrooman of Vancouver, well-known through- 
out Canada for his work on silicosis in British Columbia, 
extending over many years, has been chosen as one of 
the Canadian representatives to the Third International 
Conference of Pneumonoconiosis Experts, which is to be 
held in Sydney, Australia, from February 28 to March 
11. Dr. Vrooman is representing the Workmen’s 
Compensation Board of British Columbia, and has been 
accepted as an official delegate of the Federal Labour 
Department of Canada. This Conference, the third of 
its kind, is being held under the auspices of the Inter- 
national Labour Organization of Geneva. 





Dr. Digby Leigh, Chief of the Department of Anes- 
thesia of Vancouver General Hospital, has received an 
Honorary Fellowship in Anesthesia from the Royal Col- 
lege of Physicians of London, England, in recognition 
of his outstanding work in this specialty. . 





British Columbia has been honoured by a visit from 
Sir Reginald Watson-Jones, the eminent British Ortho- 
pedist from London, England. Sir Reginald gave an 
address before the Vancouver Medical Association, on 
‘*The New World of Modern Orthopedics’’. 





An important addition to the equipment and activities 
of St. Paul’s Hospital, Vancouver, has been made by 
the installation of a completely modern Premature 
Infants’ Nursery, fully equipped with all the latest 
facilities. Two nurses of the Hospital Staff, Miss 
Marjorie Brown and Miss Hilda Vandrische, have re- 
ceived a special course of training in this work at Johns 
Hopkins Hospital, and will act in an organizing and 
teaching capacity. Arrangements have been made 
whereby any hospital in British Columbia will be able 
to send nurses to this new Nursery, to receive special 
training. Specially equipped ambulances and two 
British Columbia Airlines planes will be available at all 
times for quick transportation. 





A great many faculty and student functions at the 
University of British Columbia, in the form of dinners, 
balls and the;like, have been in order during the past 
month or two. One of these is of some special interest 
from a medical point of view. It is the pre-medical 
students’ ball, given|during the past month. It is the 
first formal function undertaken by the students who 
will form the first year of the new Faculty of Medicine 
of the University of British: Columbia, which starts regu- 
lar classes in September of this year. 





Construction of a new 50-bed hospital to replace the 
present 33-bed institution at Salmon Arm has been 
recommended by the hospital survey now being made by 
James Hamilton and Associates at the request of the 
Provincial Government. There will be provision made 
for further extension of this Hospital. Under this plan, 
the Royal Inland Hospital at Kamloops, will have an 
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additional 39 beds, and it is intended that’ a new 20-bed 
hospital will be erected at Ashcroft. 


Dr. George Athans of Vancouver, an intern at the 
Vancouver General Hospital, has won fame for himself, 
and honour for his native country of Canada, by his 
outstanding athletic performance in the British Empire 
Games recently held in Auckland, |New Zealand, where 
he won the British Empire springboard diving champion- 
ship, edging out the former holder of the championship, 
Peter Heatly of Scotland. Dr.’ Athans scored the highest 
individual total of points of the Canadian team of 
athletic contestants. 


The British Columbia Hospital Insurance Plan is. now 
undergoing intense scrutiny by various governmental and 
other interested public bodies, and will without doubt be 
the subject of very active discussion during the present ses- 
sion of the British Columbia Legislature. There is a fairly 
large deficit, which the Minister of Finance has stated 
will be absorbed out of general revenue, and it is evi- 
dent that the Plan is not expected to be self*supporting 
for some time. Many suggestions have been made, of 
increase of fees, curtailment of benefits, and so on, but 
it is unlikely that any sudden changes will be made in 
these ways. The Act is approved by all parties, and 
any changes made will probably be along the lines of 
greater economy and efficiency of administration. From 
the point of view of the medical profession, as also of 
the public 'which is the beneficiary of the Act, one most 
glaring defect is the serious shortage of available hos- 
pital beds, which was present before the Act went into 
effect, and has been greatly aggravated ‘by the natural 
increase in demand which was bound to come. This is 
by no means an argument against the value of the Plan, 
but it is a serious complicating factor. 

J. H. MAcDERMOT 


Manitoba 


The annual meeting of the Sanatorium Board of 
Manitoba was held on February 23. Mr. D. L. Mellish 
was re-elected Chairman; Mr. T. A. J. Cunnings, execu- 
tive director and secretary-treasurer; and Dr. E. L. Ross 
medical director. In his report Dr. Ross noted that the 
number of tuberculosis deaths in Manitoba had dropped 
from 348 in 1944 to 196 in 1949, and that the new cases 
discovered are fewer. He even ventured to predict that 
in a few generations, barring some unforeseen national 
disaster, tuberculosis will become one of the rare dis- 
eases in Canada. There are now 450 sanatorium beds 
for Indians in this province and in consequence a marked 
decrease of tuberculosis in this group can be expected. 


The city of Winnipeg has appointed a director of 


industria] surveys for tuberculosis. In 1949 there were 
only 22 deaths from pulmonary tuberculosis in Winnipeg 
citizens, a rate of 9 per 100,000 population. This is 
stated to be the lowest tuberculosis death rate of any 
city in Canada. 


A bronze plaque was unveiled and a ward in the 
Children’s Hospital was dedicated on February 16 in 
memory of the late Dr. G. S. Williams, superintendent 
of the hospital from 1923 to 1946. The plaque, erected 
by the directors of the hospital, was unveiled by Mrs. 
Williams. Ward and plaque were dedicated by Rev. 
Hugh Perey in the presence of members of the family 
of the late Dr. Williams, representatives of the Hos- 
pital Board, medical staff and administrative staff. 


New Brunswick 


Dr. R. J. Brown, of Moncton, Medical Officer for the 
Atlantic Region Canadian National Railways and officer 
commanding No. 14 Reserve Field Ambulance attended a 
course of Study on the medical aspects of atomic war- 
fare at Washington, D.C. 
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Dr. A. B. Walter, chief of medical at the Lancaster 
D.V.A. Hospital, announced the formation of the New 
Brunswick Division of the Canadian Arthritis and 
Rheumatism Society. As chairman, Dr. Walter is com- 
pleting organization of local committees. 


Dr. F. J. Cheesman, of Saint John, has resumed active 
practice and also his position on the surgical staff of the 
Saint John General Hospital, after a very long and 
complete convalesence following a severe illness. 


Dr. E. C. Menzies, Superintendent of the Provincial 
Hospital, at Fairville, N.B., was the guest speaker at 
the February meeting of the Saint John Medical Society. 
Dr. Menzies discussed Psychiatry—in both serious and 
humorous vein. His references to Holy writ, especially 
the Book of Job, attracted much delighted attention. 


At the annual meeting of the New Brunswick branch 
of the Canadian Cancer Society, Dr. O. H. Warwick of 
Toronto was one of the chief speakers. His advice was 
eagerly sought and his interest in the branch was ap- 
preciated. 

A special meeting of the executive committee of the 
New Brunswick Medical Society was held in Saint John 
in February, to discuss among other matters, certain 
aspects of the proposed cancer program soon to be 
implemented by the Provincial Government. Invited to 
this meeting were Dr. O. H. Warwick, of Toronto, the 
Advisory Committee, and the provincial cancer com- 
mittee. Progress was reported and a special sub-com- 
mittee was appointed to study the question of a radia- 
tion centre. Dr. J. R. Nugent is the chairman of this 
sub-committee. 


The New Brunswick Branch of the Canadian Cancer 
Committee appointed the following physicians of the 
province on its Medical Advisory Committee—Dr. J. R. 
Nugent, Dr. L. O. Legere, Dr. R. A. H. MacKeen, Dr. J. 
A. Melanson, Dr. D. F. W. Porter, Dr. H. A. Ripley, Dr. 
Ian MacLennan, Dr. D. A. MacLennan, and Dr. D. A. 
Thompson. 


Additions and new building by various hospitals in 
New Brunswick has been cause for discussion and pride 
in recent months. Among the major hospitals involved 
in such proposals are St. Joseph’s at Saint Jolin, 
Soldier’s Memorial and Hotel Dieu at Campbellton, 
Moncton City, St. Croix Hospital at St. Stephen, Hotel 
Dieu at Chatham, Perth Hospital and Victoria General 
at Fredericton. A. S. KIRKLAND 


Newfoundland 


Recent appointments in the Department of Health in- 
clude Dr. Charles A. Roberts as Superintendent of the 
General Hospital, St. John’s, and Dr. G. J. O’Brien as 
Superintendent of the Hospital for Mental and Nervous 
Diseases, St. John’s. Until recently Dr. Roberts served 
as Superintendent, and Dr. O’Brien as Assistant Super- 
intendent of the Hospital for Mental and Nervous Dis- 
eases. Dr. Roberts fills the position left vacant by the 
retirement of Dr. E. L. Sharpe. Congratulations are 
extended. 


Dr. C. H. Pottle is to be congratulated on his recent 
appointment to the post of Clinical Director of the Hos- 
pital for Mental and Nervous Diseases, St. John’s. 


The St. John’s Clinical Society held two meetings 
this month. The first at the Sanatorium, Topsail Road. 
Papers were presented on B.C.G. vaccination, Virus 
Pneumonia, Pleural Effusion, and Streptomycin in the 
treatment of pulmonary tuberculosis, by Dr. E. Knowl- 
ing, Dr. D. J. Hurley, Dr. D. M. Cassidy and Dr. J. B. 
Squire respectively. The second meeting was held at the 
Hospital for Mental and Nervous Diseases. Dr. G. 
O’Brien, Dr. C. H. Pottle and Dr. J. S. Walsh, presented 
papers on Epilepsy. 
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clears up so rapidly 


when you prescribe 


‘Acnomel’ 


ACNOMEL’s rapid action is due, chiefly, 
to its remarkable vehicle. This special vehicle, 
which embodies an entirely new principle, 
assures the effectiveness of ACNOMEL’S 
time-tested active agents. It has all 

the virtues of an oil-in-water emulsion, yet it 
is entirely free from wax, oil, or grease. 
ACNOMEL is stable, grease-free, flesh-tinted. 
It contains resorcinol, 2%; and sulfur, 8%. 


Available in specially-lined 11% oz. tubes. 


Smith Kline & French Inter-American Corporation, Montreal 1 
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Dr. P. Fitzgerald has joined the staff of the Public 
Health Clinic, St. John’s. He replaces Dr. FitzSimmons 
who has enlisted in the Royal Canadian Navy. 

Dr. K. Naughton and Dr. T. Farrell arrived recently 
from Ireland and have joined the Resident Medical Staff 
of the General Hospital, St. John’s. 





Ontario 


A short course in the Principles and Interpretation of 
the Electrocardiogram was recently given by the De- 
partment of Medicine, Queen’s University. ‘The course 
was sponsored by the Ontario Medical Association. 
Lectures and demonstrations were given by Dr. Ford 
Connell, Dr. Maleolm Brown and Dr. Garfield Kelly. 
About thirty physicians registered from Trenton, Bell- 
ville, Pieton, Napanee, Marlbank, Lansdowne, West- 
port, Watertown and Alexandria Bay. The long 
afternoon was broken by tea served in the library of the 
Department of Pathology. 


Work on a new mental hospital at Port Arthur will 
he started in the late spring. The hospital will consist 
of a group of three buildings to provide accommodation 
for about 460 patients. The project will cost $3,220,000. 


Combination of two university courses, occupational 
therapy and physical therapy, into one three-year 
diploma course has been announced by the University 
of Toronto. <A result of the new arrangement will be 
that many small hospitals, unable to afford a department 
for each of physical and occupational therapy, will be 
able to have a combined department. After taking the 
three-year course a graduate who wishes to specialize 
in one branch may do so by interning in a hospital for 
six months or a year. 


A portrait of Dr. Kathleen Russell by Archibald 
Barnes was recently unveiled at No. 7, Queen’s Park. 
Dr. Russell, a former Nova Scotian has been head of the 
Toronto School of Nursing for nearly thirty years. New 
quarters for the School will cost about a million dollars 
for the building alone, $350,000 has already been eon- 
tributed by the Rockefeller Foundation but it must be 
put to use before December 1951. 


Dr. Elliott Joslin of Boston addressed the Physio- 
logical Society of the University of Toronto on February 
16. He said that 30% of juvenile diabetics who died 
in the last five years died of kidney disease, about 2% 
died of coma and about 2% died of tuberculosis. He 
showed x-ray plates of young male diabeties with 
sclerosis of the vas deferens and of the young female 
diabetics with sclerosis of the pelvie arteries. It is 
very difficult for the latter to bear a living baby. 

He also addressed the Ontario Diabetes Association 
which had a large meeting on February 17. He advised 
them to keep up the urine testing. Testing is to the 
diabetic what the compass is to the navigator. He also 
spoke at the Endocrine Clinic at the Toronto General 
Hospital. His memory for references of articles written 
decades ago is remarkable. He has treated diabeties for 
more than fifty years. 


Dr. Leonard O. Bradley has been appointed executive 
secretary of the Canadian Hospital Council. He suc- 
ceeds Dr. Harvey Agnew who has resigned to enter the 
field of hospital consulting. Dr. Bradley is at present 
director of studies for the Ontario Health Survey Com- 
mittee and will assume his new duties in August. He 
was born in Saskatchewan, graduated from University of 
Alberta in 1938, and was awarded the Mead Johnson 
Fellowship in Pediatrics at Minneapolis Gengral Hos- 
pital. He served five years with the R.C.A.F. After 
graduating from the hospital administration course at 
University of Chicago he was made associate professor 
of hospital administration at University of Toronto, a 
position which he still holds on a part time basis. 





The Metropolitan School of Nursing, Windsor which 
is the Canadian Nurses Association answer to the grow- 
ing lack of nurses in the country graduated its jirst 
class on February 18. Although the training time is 
reduced to twenty-five months, the content of the eourse 
is not decreased. Time is saved by eliminating extra 
practice which is without value. Besides their work in 
Windsor the students spend three months at the Ontario 
Hospital, London, one month at Hospital for Sick Chil- 
dren, Toronto and a month at Essex County Sanatorium. 
The eleven graduates came from all parts of Canada. 


Sir Reginald Watson-Jones, orthopedic surgeon to 
the King, spent the third week of February as guest 
of Toronto’s Department of Surgery. He leetured to the 
final year students and addressed a large audience at 
Sunnybrook on Progress in Treatment of Fractures dur- 
ing the First Half of this Century. He is lecturing as 
Sims Commonwealth Travelling Professor of Surgery. 
He will speak in eighteen Canadian cities then go to 
Africa, Asia and <Australia. Sir Arthur Sims who 
founded the chair, wished it to ensure the interchange 
of surgical knowledge between Great Britain and the 
nations of the British Commonwealth. 





Dr. Art Kelly and his wife have gone to Florida on 
a bus trip. Last year their mid-winter jaunt was a 
flight to Jamaica. We would not be surprised if next 
winter they go by dog-team to Alaska. 





Dr. Lloyd Grenfell Stevenson has been awarded 2 
$25,000 grant to continue research on medical history 
and preventive medicine at the University of Western 
Ontario. He is one of twenty Canadian and American 
doctors to share $500,000 from the John and Mary 
Markle Foundation. He is at present studying in Eng- 
land on a senior fellowship from the American Council 
of Learned Societies and will resume his post as Jeeturer 
in the department of history of medicine in July. He 
won a master’s degree from Johns Hopkins for his work 
on the biography of Sir Frederick Banting, later he re- 
ceived his Ph.D. from the same university. Then he 
received a scholarship from the Canadian Social Sciences 
Research Council. At present he is working on a new 
book. 

The Osler Society of the medical undergraduates plan 
to donate some money toward the fund to help pay for 
Vesalius’ Fabrica which Dr. Stevenson was fortunate io 
pick up in England for two hundred pounds and is 
bringing to Western, to be placed in the Medical School 
Library. Miss Jean Hardie, a medical undergraduate, 
daughter of Dr. Margaret Hardie of the British Columbia 
Cancer Institute, has been collecting data for the past 
two years on the life of Vesalius, the father of Anatomy, 
and is promoting the Vesalius Fund to help pay for ihe 
Fabrica. LILLIAN A, CHASE 


On February 14, the Oakville-Trafalgar Memorial 
Hospital was officially opened by the Lieutenant- 
Governor. This 50-bed hospital cost $500,000 and will 
have new x-ray equipment costing $12,000. 


Dr. Ralph Hayward of Toronto will take charge of 
health services in the Sarnia Indian agency. He succeeds 
Dr. L. C. Card who is returning to private practice in 
Toronto. 


A federal grant for $239,600 has been made to the 
Stratford General Hospital where a new building for 
active treatment cases will be completed within the next 
three months. The new hospital will have 86 more beds 
than the present one. Plans are being made to remodel 
the present 102 bed hospital for chronically ill patients. 
This hospital provides facilities for Stratford, Mitchell, 
Tavistock, Milverton and surrounding townships. 


A federal grant has been made to the Strathroy Gen- 
eral Hospital to rearrange the interior and increase the 
hed capacity by five. 
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AsoveE: Blastomycosis, with heavy skin involvement. bei | Two lights in reflectors are 
Upper Ricut: Control of infection after treatment. s i arranged as indicated above. 
LY Light A is at camera level; 

light B is 24” higher than 


the camera. 





Picture 
the patient 


...from initial diagnosis 





B 
to final discharge BLASTOMYCES DERMATITI- 
pis: A—Budding cells in 
pus. (Photomicrograph.) 
B—Giant colony in Sabou- 
raud’s agar. C—Growth of 
test tube cultures on two dif- 
ferent media at room and 
body temperatures. 


Make photography routine. That’s the pro- 
cedure being established in more and more 
hospitals and clinics... by many physicians. 
Photograph each patient when first seen... 
photograph all phases of the case, in black c 


and white or full color, at designated intervals 7, pack-and-white photography, use the Kodak Film. 
until dismissal. appropriate to the job. Available in orthochromatic 


Thus. documentation is complete with 224 panchromatic emulsions in different contrasts and 
? eee 


; é ‘ len: speeds . . . in sheets and rolls of all needed sizes. 
adequate material available in all significant For information about black-and-white emulsions, 


cases for records, instruction, publication. see your Kodak dealer . . . or write direct. Ask about 
Kodak Super Panchro-Press, Type B; Ortho-X; Pana- 
tomic-X; Plus-X; Kodak Infrared . . . Canadian Kodak 
Co., Limited, Toronto 9, Ontario. 





Kodak products for the medical profession include: 


X-ray film, screens, and chemicals; electrocardio- 
graphic papers and film; cameras and projectors—still- 
and motion-picture; photographic film—full-color and 
black-and-white (including infrared); photographic 
papers; photographic processing chemicals; mi- 
crofilming equipment and microfilm. 





Serving medical progress through Photography and Radiography 


TRADE-MARK 
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A grant of $8,800 has been made to the new Red 
Cross Hospital at Port Loring in the Parry Sound 
district. This will provide hospital accommodation for 
the 1,100 people in that area. 


Twenty additional beds for surgical patients have 
been added by alterations to the Toronto General Hos- 
pital. 


To aid in improving the teaching of psychiatry and 
health education, the federal government has financed 
three travelling fellowships. The two allotted to Queen’s 
University will permit Dr. Maurice O’Connor and Dr. 
George Scott to spend a month observing teaching 
methods in the United States. Dr. O’Connor will go 
to the Pennsylvania Child Guidance Clinie and Dr. Scott 
to Johns Hopkins’ Mayo Clinic. The travelling fellow- 
ship in health education has been awarded to Dr. C. E. 
A. Robinson of the School of Hygiene, University of 
Toronto. He will visit various American Schools of 
Public Health including Columbia, Yale, Harvard, Johns 
Hopkins and North Carolina. 


To locate children handicapped by defective hearing 
and to facilitate corrective measures, an audiometric 
service is being set up in Toronto schools with the aid 
of a federal health grant. This service is to be more 
thorough and efficient than the tests now used and should 
detect the earliest stages of deafness. 


A clinical investigation centre for persons blinded by 
glaucoma is being established at the Toronto General 
Hospital. This is part of an extensive and detailed 
study of glaucoma to be carried out by the department 
of ophthalmology of the University of Toronto under 
the direction of Dr. A. J. Elliot. The clinic will be in 
charge of Dr. T. H. Hodgson. 


Prof. F. G. Young of the School of Biochemistry of 
the University of Cambridge gave the seventh Banting 
Memorial Lecture on February 13. His subject was 
‘« Experimental Diabetes Mellitus’’. 

The Section of General Practice of the Ontario Medi- 
eal Association is making extensive plans for its third 
postgraduate course on General Medicine at Sunnybrook 
Hospital on April 3, 4, 5 and 6. NOBLE SHARPE 


Quebec 


Lors de sa derniére assemblée réguliére, tenue vendredi 
le 24 février 4 1’Hépital Notre-Dame, la Société de 
gastro-entérologie a élu les membres de son exécutif pour 
l’année 1950. Président: Dr Yves Chaput. ler vice- 
président: Dr Paul Letendre 2éme vice-président: Dr 
P. M. Ricard. Trésorier: Dr Roland Gareau. Sécretaire: 
Dr Jean-Louis Léger. Conseillers: Drs Paul Letondal, 
Roger Dufresne, Antonio Cantero. 

Au mois de janvier, eut lieu & 1’Hotel Mont-Royal un 
diner-causerie tenu sous les hospices de 1’Association 
Nationale de Santé et sous la présidence du Dr Edmond 
Dubé. La conférence fut donnée par le Docteur Morris 
Fishbein ancien rédacteur en chef de 1’American Medical 
association. 


L’American Heart Association vient de distribuer 
quatre nouvelles bourses. L’une était destinée au docteur 
O. W. Waugh qui l’a refusée & cause de sa chaire 
d’anatomie pathologique & McGill. Les autres vont aux 
doecteurs Lois Horlick, Bruce Payne, et Claude Fortier. 
Le docteur Claude Forteir est déja attaché 1’Institut de 
Médecine et Chirurgie Experimentales de 1’Université de 
Montréal sous la direction du Professeur Hans Selye. 

Yves PREVOST 


General ‘ 


The following are amongst those who have been named 
for grants by the Markle Foundation: Dr. Georges- 
Albert Bergeron, physiology and pathological physi- 
ology. Grant to Laval University Faculty of Medicine, 


Book REVIEWS 
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Quebec, P.Q. Dr. Gardner C. McMillan, pathology: de- 
generative diseases. Grant to McGill University Faculty 
of Medicine, Montreal, P.Q. Dr. Lloyd Grenfell Steven- 
son, medical history and preventive medicine: history 
of disease. Grant to University of Western Ontario 
Faculty of Medicine. The John and Mary R. Markle 
Foundation was chartered in 1927 ‘‘to promote the ad- 
vancement and diffusion of knowledge and the general 
good of mankind’’, with funds provided by John Markle, 
Pennsylvania coal operator. Since 1935 its grants have 
been mainly in the field of medical science. 


Charles C. Macklin, M.D., Ph.D., F.R.S.C., Research 
Professor of Histology, Faculty of Medicine, The Uni- 
versity of Western Ontario, gave the Twenty-sixth Lewis 
Linn McArthur Lecture of the Frank Billings Founda- 
tion of the Institute of Medicine of Chicago, at the 
Palmer House, Chicago, on February 24, 1950. The 
subject was: ‘‘The Alveoli of the Mammalian Lung: an 
Anatomical Study with Clinical Correlations’’. 


Book Reviews 


Pathology and Surgery of Thyroid Disease. J. L. 
DeCourcy, Senior Surgeon, Good Samaritan Hos- 
pital; and C. B. DeCourcy, Member, DeCourcy 
Clinie Surgical Staff, Cincinnati, Ohio. 476 pp., illust. 
$12.50. Charles C. Thomas, Springfield, Ill.; The 
Ryerson Press, Toronto, 1949. 


In this book the authors have proposed in their pref- 
ace ‘‘a new and comprehensive treatise, not only in- 
corporating the various phases of recent .progress, but 
also essaying a conservative and sound evaluation of 
them’’. In this it may be said they have succeeded. 
They introduce the problem by discussion of the surgical 
aspects of thyroid disease from the point of view of 
hypo- and hyper-function, and of no disturbance in 
function. This is followed by a historical review cover- 
ing both the European and American fields; then a very 
detailed embryological, anatomical, and physiological 
discussion of the thyroid gland. They continue their 
fundamental discussion with the problem of iodine 
metabolism, and then the various drugs, such as thioura- 
cil, and radio-active-iodine. Their discussion of the 
pathological conditions found in the thyroid is detailed 
and comprehensive, and the last five chapters are con- 
fined to the treatment of various pathological conditions 
found in the thyroid gland, from the point of view of 
preoperative considerations, anesthesia, operative and 
postoperative care, and the various sequele and compli- 
cations. Each chapter is followed by a very full bibli- 
ography of references which makes this book an excellent 
review of the whole problem of thyroid disease, and a 
very good reference book for many of the finer details. 
It will be a help in bringing us up to date in our knowl- 
edge of thyroid disease. 


Symposium on the Use of Isotopes in Biology and 
Medicine, 445 pp., illust. $5.00. The University of 
Wisconsin Press, Madison, 1948. 


This book is the report of the symposium held at 
Madison, Wisconsin, in September, 1947. It was pro- 
duced as quickly as possible, by a photolithographic pro- 
cess, and the various authors had no opportunity for 
proof-reading; but there are few errors, and a compre- 
hensive list of errata is provided. ‘The subjects discussed 
are all of topical interest and the articles are in the 
form of short reviews arranged in good logical order. 
The historical background for isotopes in biochemistry is 
given by Hans T. Clarke. Urey and Seaborg write of the 
separation of stable isotopes and the preparation of 
radioactive isotopes respectively. Nier discusses the mass 
spectrometer, and Coryell and Kamen the detection and 
measurement of radioactivity in radioactive isotopes; 
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WHEN AN ANTICOAGULANT IS INDICATED 


HEPARIN 


For over 10 years heparin has been extensively employed 
in vascular surgery and for other purposes where it is necessary 
or desirable to prolong the clotting time of blood. 


Its rapidity of action and freedom from toxicity enhance 
its therapeutic value as an anticoagulant. 


HOW SUPPLIED 


A. Solution of Heparin—Distributed in rubber-stoppered vials as a neutral 
solution of the sodium salt of heparin and supplied in the following strengths: 


1,000 units per cc. 
5,000 units per cc. 
10,000 units per cc. 


B. Dry, amorphous sodium salt—Dispensed in 100-mg. and 1-gm. phials, con- 
taining 95 units per mg., for the preparation of solutions for laboratory use. 


CONNAUGHT MEDICAL RESEARCH LABORATORIES 


University of Toronto Toronto 4, Canada 
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and there is a series of articles on the use of tracers in 
research on the metabolism of proteins, carbohydrates, 
lipids, and minerals. The medical applications of radio- 
active tracers, both for physiological and therapeutic use 
are considered at some length. Moreover, the measures 
to be taken to protect the health and property of the 
users of radio-isotopes are not forgotten. This report 
should be invaluable to those about to enter on investi- 
gational work with radioactive or stable isotopes, and to 
those with some experience in this field the articles will 
certainly be of interest. 


The Adrenal Gland. F. A. Hartman, Research Profes- 
sor of Physiology, The Ohio State University; and 
K. A. Brownell, Instructor in Physiology, The Ohio 
State University, Columbus, Ohio. 581 pp., illust. 
$13.50. Lea & Febiger, Philadelphia; Macmillan 
Co. of Canada, Toronto, 1949. 


The physiologists who have written this book have 
been outstanding contributors to our knowledge of the 
adrenal gland for many years. They have brought to- 
gether in this volume, for the first time, the most im- 
portant findings concerning the gland’s embryology, 
anatomy, histology, chemistry, physiology and to a lesser 
extent its diseases. All types of animal life are con- 
sidered and interrelated. In these respects the text 
serves as an excellent reference book for research workers. 
Unlike experimentalists the clinician will find the text 
of less value. It has obviously not been written with the 
clinician principally in mind. He will find help with his 
problem cases more readily in other texts stressing clini- 
eal features. Disease syndromes are not exhaustively 
dealt with and dosage schedules for therapeutic prepara- 
tions are not given. He will not find a discussion of the 
author’s views on how the ‘‘Adaption Syndrome’’ may 
or may not apply to human disease. Clinicians are 
puzzling over this syndrome so frequently at the present 
time that the views of the authors would have been 
welcomed. Practising physicians are unlikely to find a 
constant need for this book, however, reference libraries 
and laboratories will find it a necessity. 


Parathyroid Glands and Metabolic Bone Disease. F. 
Albright, Associate Professor of Medicine, Harvard 
Medical School, Boston, Mass.; and E. C. Reifen- 
stein, Jr., Consultant-in-Charge, Department of Clini- 
cal Investigation, Sloan-Kettering Institute of Can- 
cer Research, Memorial Hospital Cancer Centre, New 
York. 393 pp., illust. $8.00. The Williams & 
Wilkins Co., Baltimore, Md., 1948. 


When one considers the paucity of information in 
standard medical and surgical textbooks on the above 
subjects, one welcomes a book of this type. Written 
in a lucid and readable manner, it represents the first- 
hand experience and opinions of numerous observers and 
researchers over this period. There are nine chapters 
and it is worth listing each heading: The Parathyroid 
Glands; Normal and Pathologic Physiology; Clinical 
Hypoparathyroidism; Clinical Hyperparathyroidism; the 
Mode of Action of Vitamin D; and Dihydrotachysterol 
(A.T.10); Metabolic Bone Disease—General Considera- 
tion—Osteoporosis and Osteomalacia; Polyostotic Fibrous 
Dysplasia; and Paget’s Disease. The etiology of most 
of these states is admittedly not completely understood. 
However, the presentation, discussion and inclusion of 
clinical case histories and their investigations as well as 
therapeutics trials provide food for thought and offer 
valuable appreciation of the management of these states. 
The chapters on Metabolic Bone Disease are particularly 
interesting. Although the intensive investigations will 
only be able to be carried out in special centres, the 
clinical studies provide measures of at least symptomatic 
value that we may all use with profit. This book belongs 
in every medical library for reference purposes. It will 
be read with interest by those engaged in metabolic dis- 
eases, and be a valuable guide toganyone who encounters 
eases of abnormal calcium metabolism. 


Book REVIEWS 
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Early Recognition of Disease. Edited by Sir H. Ogilvie 
and W. A. R. Thomson. 134 pp. 10s. 6d. Eyre & 
Spottiswoode Ltd., London, 1949, 


This little book gives the salient points of early dis- 
ease, system by system, in a very clear-cut manner. It, 
however, serves more to stimulate increased reading than 
to inform. 


Cardiac Catheterization in Congenital Disease. A. 
Cournand, Associate Professor, Department of Medi- 
cine, College of Physicians and Surgeons, Columbia 
University; J. 8. Baldwin, Assistant Professor, De- 
partment of Pediatrics, New York University 
College of Medicine; and A. Himmelstein, In- 
structor, Department of Surgery, College of Physi- 
cians and Surgeons, Columbia University. 108 pp., 
illust. $4.00. The Commonwealth Fund, New York, 
1949. 


This book is a useful addition to the literature on 
heart catheterization. The senior author has been the 
leader in perfecting this method and has thus made 
possible its wide use in investigation. In this mono- 
graph he and his associates have set down in detail the 
method of cardiac catheterization in children, noting 
equipment required and techniques employed. The 
saphenous vein approach is desired, as well as the 
more usual use of the median basilic vein. A chapter is 
devoted to the analysis of pressure tracings recorded 
by a Hamilton manometer, and another on the method 
of estimating systemic and pulmonary blood flow and of 
blood shunts. Seventeen case studies, illustrative of non- 
cyanotic congenital cardiac disease, are set forth with 
adequate clinical information followed by diagrammatic 
exposition of the findings by the method of cardiac 
catheterization. The usefulness of the method in the 
diagnosis of these lesions is thus demonstrated. 

Continued on page 81 


BEST & TAYLOR 


PHYSIOLOGICAL BASIS OF 
MEDICAL PRACTICE 


New 1950 edition completely reset with 100 
new illustrations and considerably more addi- 
tional material bringing the subject right up 
to date. A classic in its field. 1343 pp., 601 
figs. 3 colour plates - - - - - - $12.25 


THE ORIGIN OF MEDICAL TERMS 
By H. Alan Skinner - - - - - - - 


STEDMAN’S MEDICAL DICTIONARY 


Revised by Dr. N. B. Taylor - - - - 9.75 


PRINCIPLES AND PRACTICE OF PLASTIC SURGERY 
Arthur Joseph Barsky - - - - - 11.25 


ESSENTIALS OF UROLOGY 
Fletcher. H. Colby - - - - - - - 


B® Bee ww 


9.00 


COMPLETE CATALOGUE ON REQUEST 


BURNS & MacEACHERN 
165 ELIZABETH ST., TORONTO 


Canadian Agents for 
THE WILLIAMS: & WILKINS Co. 














Canad. M.A. J. 
April 1950, vol. 62 


Books Received 
Continued from page 422 


Books are acknowledged as received, but in some cases 


reviews will also be made in later issues. 


industrial Medicine. Proceedings of the Ninth International 
Congress, London, September 13 to 17, 1948. 1115 pp., illust. 
60s. John Wright & Sons Ltd., Bristol. 


Monographs on Surgery 1950. B. N. Carter, Editor, Profes- 


sor of Surgery, University of Cincinnati. 501 pp., _illust. 
a Nelson & Sons, Toronto, New York and Edinburgh, 
1 : 


W. A. Sexton, 


Chemical Constitution and ee a> wi er 
s. 5 ’, . Spon a” 


B.8e., Ph.D., F.R.I.C. 4123 pp. & 
London, 1949. 


Resuscitation and Anzsthesia for Wounded Men. H. K. 
Beecher, Henry I. Dorr Professor of Research in Anesthesia, 
Harvard University. 161 pp., i!lust. $5.50. Charles C. Thomas, 
Springfield, Illinois, 1949. 


Audiology. N. Canfield, Associate Professor of Otolaryn- 
gology, Yale University School of Medicine. 45 pp. $2.75. 
Charles C. Thomas, Springfield, Ill., 1949. 


Physics for the Anzsthetist. R. R. Macintosh, -Nuffield Pro- 
fessor of Anesthetics, University of Oxford; and W. W. Mushin, 
First Assistant, Nuffield Department of Anesthetics, University 
of Oxford. 235 pp., illust. Charles C. Thomas, Springfield, IIl.; 
Ryerson Press, Toronto, 1949. 


Diagnosis and Treatment of Adrenal Insufficiency. G. W. 
Thorn, Hersey Professor of the Theory and Practice of Physic, 


Harvard Medical School. 180 pp., illust. $7.25. Charles C. 
Thomas, Springfield, Ill.; Ryerson Press, Toronto, 1949. 
The Vitamins in Medical Practice. J. Shafar. 383 pp. $6.00. 


Staples Press, London; Ryerson Press, Teronto, 1949. 


Volumen Medicinae Paramirum of Theophrastus Von Hohen- 
heim Called Paracelsus. Translated from the original German 
with a preface by Kurt F. Leidecker. Supplements to the 
Bulletin of the History of Medicine, edited by Owsei Temkin, 
eo 11. 69 pp. $1.75. The Johns Hopkins Press, Baltimore, 
1949. 


Nutritional Data. (Formerly ‘‘Nutritonal Charts’’). Com- 
piled by H. A. Wooster, Jr. and F. C. Blanck, Heinz Nutritional 
Research Division, Mellon Institute, Pittsburgh. 114 pp. Pubh- 
neues See distributed gratis by H. J. Heinz Co., Pittsburgh, 
"8 ‘ . 


Biological Antioxidants. Transactions of the Third Confer- 
ence, October 7 and 8, 1948, New York, N.Y. Edited by C. G. 
MacKenzie, Department of Biochemistry, Cornell University 
Medical College. 146 pp. $2.70. Sponsored by the Josiah Macy, 
Jr. Foundation, New York. 


Metabolic Interrelations. Transactions of the first Confer- 
ence, February 7 and 8, 1949, New York. Edited by E. C. 
Reifenstein, Jr., Sloan-Kettering Institute, New York. 192 
pp., illust. $2.95. Sponsored by the Josiah Macy, Jr. Founda- 
tion, New York. 


Blood Clotting and Allied Problems. Transactions of the 
Second Conference, January 24 and 25, 1949, New York. Edited 
by J. EB. Flynn, Department of Pathology, Columbia University, 
New York, N.Y. 231 pp., illust. $2.25. Sponsored by the 
Josiah Macy, Jr. Foundation, New York. 


_ Occupational Eye Diseases and Injuries. J. Minton, Ophthal- 
mic Surgeon to the Hampstead General Hospital, Queen Eliza- 
beth Hospital for Children, West End Hospital for Nervous 
Diseases, London Jewish Hospital. 184 pp., illust. 21 s. William 
Heinemann Medical Books Ltd., London, 1949. 


Handbook of Medical Management. M. Chatton, Instructor 
in Medicine, University of alifornia Medical School, San 
francisco; S. Margen, Clinical Instructor in Medicine and Re- 
search Associate in Medicine, University of California Medical 
School, San Francisco; and H. D. Brainerd, Assistant Clinical 
Professor of Medicine and Pediatrics, University of California, 
Medical School, San’ Francisco. 476 pp., illust. $3.00. Uni- 
versity Medical Publishers, P.O. Box 761, Palo Alto, California, 
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Readily Digestible 


MILK 
MODIFIERS 


for 


INFANT FEEDING 






“SS 


Crown Brand and Lily White Corn Syrups are 
well known to the medical profession as a 
thoroughly safe and satisfactory carbohydrate 
for use as a milk modifier in the bottle feeding 
of infants. 

These pure corn syrups can be readily digested 
and do not irritate the delicate intestinal tract 
of the infant. 

Either may be used as an adjunct to any milk 
formule. 
Crown Brand and Lily White Corn Syrups are 
produced under the most exacting hygienic con- 
ditions by the oldest and most experienced 
refiners of corn syrups in Canada, an assurance 
of their absolute purity. 


‘““CROWN BRAND” and 


“LILY WHITE”’ 
CORN SYRUPS 


Manufactured by 
THE CANADA STARCH COMPANY Limited 
Montreal and Toronto 


For Doctors Only 


A convenient pocket calculator, with varied infant feeding 
formule employing these two famous corn syrups... a 
scientific treatise in book form for infant feeding . . . and 
infant formula pads, are available on request, also an inter- 
esting booklet on prenatal care. Kindly clip the coupon 
and this material will be mailed to you immediately. 

















THE CANADA STARCH CO. Limited 


Montreal 
Please send me 


[] FEEDING CALCULATOR. 

[_] Book “CORN SYRUPS FOR INFANT FEEDING.” 
[_] INFANT FORMULA PADS. 

[|] Book ‘THE EXPECTANT MOTHER.” 

[_] Book ‘‘DEXTROSOL.”’ 
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THE INDICATION DICTATES THE CHOICE OF MEDICATION 


has the highest obtainable specific 
of water, alcohol and acids 


Glycerol (Doho) by exclusive process 
gravity —and is virtually free 


in IN CHRONIC SUPPURATIVE 
mt ' OTITIS MEDIA, FURUNCULOSIS 
AND AURAL DERMATOMYCOSIS 


USE (.T0S-MO-SAN 


++.@ potent chemical combination (not 
a@ mere mixture), combining Sulfathiazole 
and Urea in AURALGAN Glycerol (DOHO) 
Base—because it exerts a powerful solvent action 
on protein matter, liquefies and dissolves exuberant 






IN ACUTE OTITIS MEDIA 
REMOVAL OF IMPACTED CERUMEN 


AS AN ADJUNCT TO SYSTEMIC ANTI- 
INFECTIVE THERAPY, AS PENICILLIN, ETC. 


CONTAGIOUS DISEASE EAR INVOLVEMENTS | 













‘e+ because its potent decongestant, dehydrating and 
analgesic action provides quick, efficient relief of pain 
and inflammation in any intact drum involvement. 


FORMULA: 

Glycerol (DOHOW)............:.c:s:scsseseeeree I79G GRAMS 
(Highest obtainable spec. grav.) 

WI sss sscscpovcscacnesveaesbosevecien tees 0.87 GRAMS 
RID isisiiccicicierct cop mietaonaccs 0.23 GRAMS 


granulation tissue, cleanses and deodorizes, and 
‘tends to exhilarate normal tissue healing in the effec 
tive control of chronic suppurative otitis media. 


FORMULA: 

ON s,s dasancs susan ucenceaserradeancoemnntans 2.0 GRAMS 
I bs sisson cone 1.6 GRAMS 
Glycerol Base (DOHOW)...............:000000 16.4 GRAMS 


Literature and samples sent to physicians on request 


THE DOHOW CHEMICAL COMPANY, LTD. — Makers of AURALGAN and 0-TOS-MO-SAN 


Montreal ua New York 13 . London 





















e In conditions involving muscles, tendons, and 
joints, prolonged Poultice Heat is of definite 
value. 





43 Applications of time-tested ANTIPHLOGISTINE 
POULTICE on and about the affected area will 
aid in bringing quick relief from pain, swelling 
bn Musculo-Skeletal and soreness, helps return of normal function. 


Conditions 





ANTIPHLOGISTINE POULTICE may be used 
with Physiotherapy. 








ARTHRITIS — BURSITIS 
SPRAINS — STRAINS 







MEDICATED 


mM TH 


DRESSING 





The Denver Chemical Mfg. Co., The most widely used Kaolin-Glycerine Poultice 
Montreal, Que. in the world. 





